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’WNHE recent articles in the medical literature 
on the subject of bacteriophage may be 
divided into three groups: (1) those written 

vy laboratory workers who have studied certain 

phases of the chemical, physical, or biological 
ehavior of the lytic principle and have been in- 
ierested in the Twort-d’Herelle phenomenon, as 
uch, rather than in its clinical application; 

(>) those written by laboratory workers who have 

iried to apply the lytic principle either prophy- 

lactically or therapeutically in well-controlled 
eries of experiments on laboratory animals; and 

(3) those written by clinicians who have tried to 

apply the lytic principle therapeutically in con- 

trolled or uncontrolled series of cases of infectious 
disease in man. 





LABORATORY REPORTS OF CERTAIN PHASES OF 
THE TWORT-D’HERELLE PHENOMENON IN VITRO 


The first group of articles on bacteriophage is 
ly far the largest. Apparently there are numerous 
workers in various departments of bacteriology 
who are trying to solve some of the riddles con- 
nected with the Twort-d’Herelle phenomenon. 
Many of their articles deal with controversial 
points, chief of which seems to be whether the 
active principle is a living ultramicroscopic filter- 
able virus as d’Herelle (24) claimed or is not such 
a virus. 

Bronfenbrenner (6), for example, questions 
(Herelle’s theory as he has been unable to con- 
lirm many of d’Herelle’s observations although he 
admits or has confirmed others. Bronfenbrenner 
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believes that bacteriophage is colloidal and either 
particulate or attached to particulate matter. He 
does not think that the areas of phage activity on 
solid media necessarily indicate colonies of bac 
terliophage. He admits that the increase in’ the 
concentration of the active agent in the solution 
takes place exclusively in the presence of live and 
actively multiplying susceptible bacteria, but he 
believes that the multiplication of phage and the 
lysis of the bacteria do not go hand in hand and 
are not interdependent. 

In studying the process of lysis, Bronfenbrenner 
found that the bacteria swell up and then suddenly 
disappear, the viscosity of the medium then in- 
creasing. He concluded that the bacterial cyto- 
plasm undergoes digestion as the cell swells, and 
that when the membrane ruptures it goes into 
solution at once. 

Although Bronfenbrenner believes that bac- 
teriophage may be derived from the bacterial 
protoplasm, he has never been able to induce the 
spontaneous appearance of phage in cultures of 
various types known to be free from phage. As 
he has shown that phage may be carried by a 
culture for a long time without revealing itself, 
he emphasizes that reports of the spontaneous 
origin of phage in old cultures must be interpreted 
with this fact in mind. 

Bronfenbrenner admits that the bacteriophage 
principle is antigenic and when injected into 
animals produces an antibody which is inde- 
pendent of the antibodies produced by the bac- 
terial antigens which may be present in the 








372 INTERNATIONAL ABSTRACT OF SURGERY 


filtrate containing the phage. When the latter 
antibodies are absorbed from the serum the 
presence of the phage antibody in the serum may 
still be demonstrated. 

In Bronfenbrenner’s opinion, one of the chief 
arguments against the theory that the bacteri- 
ophage is a viable virus is the fact that he has been 
unable to detect by means of a microspirometer 
any evidence of respiration during a period of 
ninety-six hours by a bacteriophage which con- 
tained 10” active units per cubic centimeter. He 
contends that if the bacteriophage respires at all 
its respiration must be 10,000 times slower than 
the respiration of an equal number of bacterial 
spores or it would be detected by the microspirom- 
eter in that length of time. 

Other wor<ers have taken issue with Bronfen- 
brenner on a number of the points cited. Ashe- 
shov and his co-workers (3, 4, 5) are convinced 
that the bacteriophage is a living virus and believe 
that the plaques or “clearings” which appear on 
solid media represent colonies of bacteriophage. 
They claim that on the basis of morphology and 
behavior these colonies may be classified into 
several groups. Pure lines of bacteriophage may 
be obtained by repeated fishing of the plaques 
just as pure lines of bacteria are obtained. 

Burnet (8, 9, 10, 11), in a series of excellent 
articles, takes up a number of these points. He 
has been able to classify phages not only by the 
variations in the appearance of the plaques but 
also by the antigenic differences of different races 
and their behavior with respect to the various 
dissociated phases of certain strains of bacteria. 
Both Burnet and Asheshov have found phages 
which act only upon rough or upon smooth vari- 
ants of certain cultures, and Burnet was able to 
clear cultures containing both rough and smooth 
forms of one or the other form by the use of the 
appropriate phage. In each case the resistant 
form was the non-lysable variant. Burnet was 
able to classify certain coli-dysentery phages by 
the “resistance” technique of Bail. By studying 
the resistant forms which developed following the 
application of a series of phages to a single strain 
of bacillus coli communis, he was able to divide 
them into 4 groups. On the basis of serological 
differences he divided the coli and dysentery 
phages into 12 groups. He differs with d’Herelle 
who has argued for the unity of the lytic principle, 
but agrees with him that bacteriophages are 
living viruses. He believes that the serological 
differences support the theory that bacteriophages 
represent a heterogeneous assemblage of inde- 
pendent viruses parasitic on or living symbioti- 
cally with bacteria. He was able to correlate the 


serological classification with t'1e findings of cer- 
tain biochemical tests especially in regard to the 
rate of photodynamic inactivation by methylene 
blue, the ability of the phages to lyse in the 
presence of citrate, and the rate of their inactiva- 
tion by strong urea solutions. 

Hadley, who has been particularly intereste« 
in bacterial “dissociation,” has tried to correlate 
this dissociation with the changes taking place in 
cultures the growth of which is modified but not 
destroyed by bacteriophage. He expressed the 
view that bacteriophage action is far from being a 
parasitism of bacterial cells by a foreign filterable 
virus, but merely one aspect of the large problem 
of microbic dissociation and probably involves a 
reproductive and pseudolytic mechanism. Hadley 
and Jimenez (22) found that the process is re- 
versible. Phage plus culture produced variants. 
Likewise, in cultures in which variants were pro- 
duced by other means, bacteriophage developed 
spontaneously. 

From a study of the size of the bacteriophage 
unit, Rahn (35) concluded that the bacteriophage 
cannot contain the complete growth mechanism 
of a bacterial cell and its protoplasm must be 
similar to that of its host. He estimated its size 
to be about that of a gene, and suggested that the 
bacteriophage is an unbalanced protoplasm mole- 
cule of the bacterium which has lost adaptation to 
the regulating mechanism in the cell. 

Colvin (15) demonstrated that bacteriophage 
is often present in the air of a laboratory in which 
it is being studied and that therefore cultures o/ 
bacteria may be easily contaminated by it and the 
“spontaneous generation” of bacteriophage mus! 
be discounted. After a bacillus megatherium 
bacteriophage was sprayed about a room with ai 
atomizer, he observed the formation of a number 
of plaques on exposed Petri plates freshly seede«! 
with bacillus megatherium. Plaques appeared on 
the plates as late as eighteen days after the 
spraying. In a draughty hall particles of phage 
were deposited on exposed Petri plates at a dis- 
tance of 30 meters. 

Sertic (38) studied plaques of bacteriophage 
which had an outer zone. He was able to demon- 
strate that in this zone lysins free from phage 
were present. This observation seemed to indi- 
cate that certain phages are capable of producing 
diffusible lysins which are not transmissible i) 
series but are antigenic and produce antibodies 
preventing the lytic action of the bacteriophag: 

Experiments carried out by Eaton (18) yielde:! 
results quite contrary to those of Bronfenbre 
ner with respect to the respiration of bacteric 
phage. Eaton found that a culture of staphyloce: 
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cus lysed by bacteriophage and containing a 
negligible number of living bacteria continued to 
vive off carbon dioxide and to take up oxygen for 
several hours. He therefore concluded that either 
ihe bacteriophage or some product of its action 
respires. 

A number of investigators have studied the 

antigenic properties of bacteriophage. Schultz, 
(Juigley, and Bullock (37) found that the neutral- 
izing antibodies formed in serum against bacterio- 
phages are highly specific in their action. They 
tate that in some cases the antisera will neutralize 
nly the strictly homologous lysates, leaving the 
sume bacteriophage entirely untouched when 
sropagated at the expense of another species or 
train of bacteria. Bacteriophages inactivated by 
leat, trypsin, or methylene blue failed to stimu- 
late the production of antibodies, while formalin- 
inactivated phages continued to be antigenic. 
On exposure to high temperatures, the neutraliz- 
ing properties of antiphagic sera were gradually 
lost, 80 degrees C. for one hour completely 
destroying them. These facts were interpreted as 
indicating that the antigen-antibody reaction 
closely paralleled the toxin-antitoxin reaction. 

Andrews and Elford (2) found that the neutral- 
ization of phage action with antiphagic serum was 
never complete but followed a “percentage law”’ 
irrespective of the amount of phage. It did not 
follow the law of multiple proportions. The in- 
completely neutralized phage began to multiply 
only after some delay, and the plaques were 
small. 

Kligler and Olitski (26) found that they could 
purify bacteriophage by adsorption with kaolin 
followed by elution with N/roo sodium hy- 
droxide. This yielded a potent phage relatively 
free from protein which eould be further purified 
by successive elutions. The protein-free potent 
phage retained its antigenic property. 

Caldwell (12) found that he could produce 
phage in a synthetic medium containing 0.4 gm. 
of sodium ammonium phosphate, o.2 gm. of acid 
sodium phosphate, and 1.0 gm. of dextrose in 100 
c.cm. of distilled water. The active filtrate did 
not give the biuret reaction nor produce anaphy- 
lactic reactions in guinea pigs. The potency of the 
phages for the propagating organism could be 
increased by serial passage while their potency 
for other strains did not decrease. Titration of 
these phages was more satisfactory in the syn- 
thetic medium than in broth. 

Clifton and Lawler (14) investigated the in- 
activation of staphylococcus bacteriophage by 
various dyes. They confirmed the findings of 
Schultz and Krueger that 0.05 per cent methylene 
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blue will inactivate bacteriophage in twenty-four 
hours. They carried out similar tests with tolui 
dine blue, methylene violet, methylene green, 
methylene azur, thionin, eosin B, and phenol red. 
Of these, only toluidine blue inactivated bac- 
teriophage. (The fact that neither methylene blue 
nor toluidine. blue produced inactivation when 
added to a bacillus coli bacteriophage indicated 
that inactivation by dyes is limited. 

Krueger (29) found that heat inactivation of 
staphylococcus bacteriophage proceeds strictly in 
accordance with the equation for a monomolec- 
ular reaction. His data seemed to indicate that 
lysates do not consist of particles possessing vary- 
ing degrees of resistance to heat. He concluded 
that the chief reaction involved in heat inactiva- 
tion is a protein denaturation. 

Krueger and Baldwin (30) found that phage 
can be inactivated by mercuric chloride and then 
re-activated by the precipitation of the mercury 
with restoration of the original titer even after 
contact long enough to kill bacterial spores. 
Krueger and Elberg (31) found that phage can be 
inactivated with a 1:5000 solution of potassium 
cyanide and then re-activated by silver nitrate 
with only slight, if any, diminution of its potency. 
They believe that these facts are more suggestive 
of enzyme action than of viability of bacterio- 
phages. 

Phages have been found only rarely for the 
pathogenic spore-forming bacteria, but Cowles 
(17) has discovered a phage for bacillus tetani. 
Of 5 strains tested with sewage water in a medium 
containing cysteine hydrochloric acid, he found 
one potent and one weak bacteriophage. ‘The po- 
tent phage did not produce lysins under aérobic 
conditions. 


ANIMAL EXPERIMENTATION WITH BACTERIOPHAGE 


The second group of articles on bacteriophage 
is small and deals with certain observations with 
regard to the effect of bacteriophage as a pro- 
phylactic or therapeutic agent in natural and 
experimentally induced disease in animals. 

Tempé and Uhlhorn (41) examined 23 samples 
of blood from rabbits and guinea pigs for the 
occurrence of bacteriophage against staphylococ- 
cus, bacillus coli, and bacillus dysenteriae. A 
transmissible lytic principle was found in 7. In 
some of the latter, phages acting simultaneously 
on all 3 species of organisms were found. No 
similar phages were obtained from the stools of 
the animals which yielded potent phages in their 
blood. The technique used was simple. Seven 
tubes of broth were inoculated with a drop of 
various bacterial cultures and a few drops of 
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blood were added. Only the tubes which showed 
a growth less abundant than that in the control 
tubes were tested for bacteriophage. Because of 
the well-known phage-inhibiting action of animal 
sera these results are surprising and should be 
contirmed. 

Larkum and Caspron (32) attempted to deter- 
mine the tolerance of rabbits to intravenous and 
subcutaneous inoculations of staphylococcus bac- 
teriophage. They found that these animals could 
well tolerate 25 daily injections of 2 c.cm. given 
either intravenously or subcutaneously. Single 
injections of 50 c.cm. by either route were also 
well borne. After a brief rest the rabbits were 
given massive intravenous injections of living 
staphylococci. The mortality as compared with 
that of the controls showed marked protection. 

Kolmer and Rule (28) were able to produce a 
potent phage for a haemolytic streptococcus with 
which they had been regularly producing menin- 
gitis in rabbits by cisternal injection. Thirty-six 
animals were infected and 16 were left untreated 
as controls. All of the controls died. Of 6 test 
animals treated by cisternal drainage and cisternal 
injections of bacteriophage, all died, whereas of 6 
treated by cisternal drainage and intracarotid in- 
jection of bacteriophage, 2 survived, and of 8 
treated by cisternal drainage, cisternal injection 
of bacteriophage, and intracarotid injection of 
phage, 3 survived. Kolmer advocates clinical use 
of phage, but does not mention the fact that the 
hemolytic streptococcus bacteriophage is almost 
strain specific and therefore any general applica- 
tion of this form of treatment would meet with 
failure in the great majority of cases. 

Kolmer (27) attempted to protect the bronchial 
tree against infection by the instillation of vac- 
cines, Besredka filtrates (antivirus), and bac- 
teriophage. He found that all three were potent 
and were well tolerated even in large doses 
(1 c.cm. per kilogram of body weight.) He came 
to the conclusion that the protection was due to 
the mobilization of the macrophages in the tissues 
and the increase in the opsonic index in the blood 
of the animals receiving the inoculations. On the 
basis of these experiments he advocated the use 
of such inoculations in clinical cases of bronchial 
tree infection and suggested a technique for their 
administration. However, he reported no results 
of the clinical application of his method. 

Colvin (16) attempted to modify the course 
of spontaneous streptococcus lymphadenitis in 
guinea pigs by the use of bacteriophage. He em- 
ployed a bacteriophage of maximum potency 
against the etiological organism, but it had no 
effect on the disease. 


Rice (36) was favorably impressed by the 
effect of instilling polyvalent phages into abdom- 
inal abscesses and sinus tracts. He gained the 
impression that these infections cleared up more 
rapidly under this form of treatment than under 
any other employed. He therefore carried out a 
series of experiments on dogs in which he gave 
preliminary intraperitoneal injections of mixed 
staphylococcus, streptococcus and bacillus coli 
bacteriophages and then produced peritonitis 
either by spilling faecal contents into the peri- 
toneal cavity or producing a gangrenous typhlitis 
by tying off the cecum. In almost every instance 
the control animals fared better than those which 
received the bacteriophage. Rice did not mention 
the origin of the phages and made no tests to 
determine their potency against the fecal organ- 
isms present either in the stools or in the peri- 
toneal exudates resulting from the ligation of the 
cecum. For these reasons his results do not seem 
to be significant. 


THE CLINICAL APPLICATION OF BACTERIOPHAGE 


In the recent literature there have been numer- 
ous reports of clinical observations on the effect 
of bacteriophage as a therapeutic agent in certain 
types of infectious diseases. Unfortunately, no 
attempt was made in a great many instances to 
control the observations adequately by an equally 
careful consideration of cases which were un- 
treated or were treated by other methods. In 
many cases “polyvalent” commercial phages were 
used and no tests were carried out to determine 
their potency against the infecting organisms. In 
some instances no attempt was made even to 
determine what organisms were causing the in- 
fection. It does not appear reasonable to give 
any consideration to reports of this kind. It seems 
a pity that some adequate correlation cannot be 
made between the laboratory and the clinic in 
the study of the problem. In many centers intelli- 
gent minds are being brought to bear on various 
laboratory phases of the bacteriophage phenome- 
non. Surely equally intelligent minds in the clini- 
cal departments could make the clinical observa- 
tions in close collaboration with the laboratory 
investigators to their mutual benefit. Then real 
progress might be made. 

Boyce, Lampert, and McFetridge (7) reported 
200 cases of various kinds of infection treated 
with polyvalent commercial bacteriophages. Their 
impressions were favorable, but no laboratory 
work was done in connection with these cases, the 
causative organisms were not determined, and no 
attempt was made to determine the potency of 
the phages against the organisms. 
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Carter (13) reported the use of bacteriophage 
in 124 cases of various eye infections. He stated 
that about one-third of the cases showed marked 
improvement, but no cultures were taken and no 
tests of potency were made. 

Albee (1) has advocated the use of bacterio- 
phage in cases of osteomyelitis. He believes that 
the success of the Orr treatment depends upon 
the “spontaneous development” of bacteriophage 
in the lesion. He claims that he found the bac- 
teriophage in 94 per cent of the cases in which he 
made a search for it. However, he favors the 
introduction of potent artificially prepared phages 
and has suggested a technique for their applica- 
ition. The figures which he quoted for the inci- 
dence of various causative organisms did not quite 
tally, and although he stated that in the cases 
treated with bacteriophage healing occurred much 
more quickly than in the cases treated by the 
older methods, he did not give any figures for a 
control series and he did not state whether or not 
the number of recurrences following the bac- 
teriophage treatment compared favorably with 
the number of recurrences following other 
methods. 

Galli (20) gave a brief review of the history of 
the study of bacteriophage and expressed regret 
that the clinical application of bacteriophages has 
been neglected in Italy. He reported a series of 
cases of various infections in which ambulatory 
treatment with bacteriophage was given and 
stated that he had obtained satisfactory results 
from both French and Italian stock bacterio- 
phages. In each case he determined the causative 
organisms and tested them for susceptibility to 
the phage employed. He had no parallel series of 
controls, but he seemed to be conservative in his 
estimate of success and he attributed certain 
benefits other than cure to the use of bacterio- 
phage. 

Fuchs (19) attempted to use bacteriophage 
therapeutically in ozena. He believes that the 
most important organism in ozzena is the bacillus 
abel which is usually not susceptible to the poly- 
valent phage supplied by d’Herelle. He con- 
cluded that bacteriophage may eliminate some of 
the symptoms of ozena, but cannot be considered 
curative of the condition. 

Halpern and Diropoulos (23) have studied the 
problem of ozena for a number of years. Accord- 
ing to their conception, the disease is due to an 
endocrine disturbance with superimposed infec- 
tion. It is temporarily benefited by the injection 
of adrenalin or extract of the posterior lobe of the 
pituitary gland. Sympathectomy may relieve 
the atrophy of the mucous membrane, and irra- 
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diation of the adrenals or the injection of acetyl- 
choline may be beneficial temporarily. Bacterial 
studies suggest a polymicrobic infection. Halpern 
and Diropoulos obtained results only when they 
combined bacteriophage therapy with local vaso- 
dilatation by acetylcholine or by irradiation. A 
polyvalent phage prepared for their use by 
d’Herelle’s laboratory in Paris was found to be 
potent for most of the organisms present. Two 
cubic centimeters of ro per cent acetylcholine 
were injected intramuscularly every two days 
until 10 injections had been given. Halpern and 
Diropoulos were impressed with the advantage of 
this double attack, but cited no parallel control 
series of cases treated by other methods. 

McCarthy and Ritter (33) used bacteriophage 
in a series of genito-urinary infections. Cultures 
from 293 cases were referred to McNeal’s labora- 
tory for tests of their susceptibility to bac- 
teriophage. One hundred and eleven of these cul- 
tures were found to be susceptible. Forty-three 
of the cases were thrown out for one reason or 
another. The results in 68 cases were recorded. 
In 36 per cent the condition was considered cured. 
In 35 per cent, the symptoms were relieved, but 
the organisms could still be cultivated. In 29 per 
cent no improvement resulted. There was no 
parallel control series, but McCarthy and Ritter 
made the following statement: “Prior to the 
advent of bacteriophage therapy, by the methods 
at our disposal the results have been either 
negligible or at best the course of the disease has 
been long continued ———.” They advocate its 
use in all cases in which the organisms are sus- 
ceptible. 

Stout (39) gives a clinical review based upon 
his experience with 1,500 cases of infection, chiefly 
cases of staphylococcus infection, which were 
treated with bacteriophage. He reported 2 cases 
of staphylococcus meningitis in which recovery 
resulted. He was favorably impressed with the 
use of bacteriophage, but had no parallel series of 
controls. 

Kessel and Rose (25) carefully planned a clin- 
ical experiment with the use of dysentery bac- 
teriophage. They studied 68 cases in which the 
organisms were of the Flexner type and suscep- 
tible to the phage which they employed. All of the 
patients were sick enough to require hospitaliza- 
tion. Alternate cases with as nearly as possible 
identical symptoms were treated. The treated. 
patients were given 3 doses of from 3 to 5 c.cm. 
of phage by mouth at twelve-hour intervals. 
Both treated and untreated patients received the 
same routine and symptomatic treatment with 
forcing of fluids, the elimination of fat from the 
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diet, the parenteral administration of fluid in the 
cases of children, and the administration of boiled 
milk, bismuth, and paregoric. Records were kept 
of the age of the patient, the onset and course of 
the disease before the patient’s admission to the 
hospital, the temperature before, during, and after 
the treatment, the number and type of stool 
before, during, and after the treatment, special 
toxic or neurological symptoms, unusual com- 
plications, and the number of days the patient 
remained in the hospital. The experiments and 
observations were continued for two years. At 
the end of that time there was no evidence of 
clinical benefit in the treated cases. One is 
tempted to ask why the doses of phage were so 
small, and whether there was any proof that the 
phage entered the intestine. 

‘Taylor, Greval, and Thant (40) treated 26 
cases of bacillary dysentery and 14 cases of 
cholera with bacteriophage by mouth and com- 
pared the results with those in 20 and 19 control 
cases respectively. No significant difference be- 
tween the treated and control cases was noted. 

Naidu and Avari (34) used bacteriophage in 
the treatment of 33 patients with bubonic plague. 
The phage was given intravenously and injected 
into the buboes twice a day. The mortality was 
100 per cent. The phage was potent against the 
organism in vitro, but when injected into rabbits 
was ineffective. 

Gernez and Breton (21) treated 11 cases of 
typhoid and paratyphoid fever with bacterio- 
phage prepared by electrophoresis and therefore 
practically free from peptone. In 8 cases the 
treatment had a very favorable effect; in 1 case, 
a doubtful effect; and in 2 cases, no effect. The 
cases with a favorable effect showed a very definite 
response with a fall in the temperature by crisis 
or rapid lysis. While they constituted only a 
small series and no controls were presented, the 
successful results encourage further use of the 
purified form of bacteriophage. 

It is evident from this review of the recent 
literature that the best work in the study of bac- 
teriophage is being done by laboratory workers 
without clinical contacts. Most of the clinical 
observations have been very poorly controlled. 
When they have been well controlled there has 
been very little evidence of the efficacy of bac- 
teriophage as a therapeutic agent. There is the 
utmost necessity for careful co-ordination of clin- 
ical and laboratory observations in this field. 
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Coates, G. M., Ersner, M. S., and Persky, A. H.: 
Lateral Sinus Thrombosis, with a Review of the 
Literature. Ann. Otol., Rhinol. & Laryngol., 1934, 
xliii, 419. 

Of 969 cases in which mastoidectomy was per- 
formed in the Graduate and Mt. Sinai Hospitals, 
Philadelphia, between January, 1922 and January, 
1933, lateral sinus thrombosis was found in 14 (1.4 
per cent). Nine of the patients with lateral sinus 
thrombosis recovered, and 5 (35.7 per cent) died. 
Two of the latter had meningitis, and 1 a brain ab- 
scess in addition to the thrombosis. If these 3 are 
excluded, the mortality was 14.3 per cent. 

Lateral sinus thrombosis is more apt to occur on 
the right then the left side. To explain this observa- 
tion, the following facts have been cited: 

1. The right lateral sinus is usually larger than 
the left, probably because the superior longitudinal 
sinus communicates principally with the right lateral 
sinus whereas the straight sinus opens principally 
into the left. 

2. A greater amount of blood is carried in the 
superior longitudinal sinus than in the straight sinus. 

3. The lateral sinus on the right extends further 
inward and forward than the lateral sinus on the left. 

4. The lateral sinus on the right lies deeper in the 
mastoid bone and consequently comes in closer con- 
tact with the mastoid cells than the lateral sinus on 
the left. 

5. There may be entire absence of one lateral 
sinus, and the left sinus is absent more frequently 
than the right. 

In 3 of the 14 cases reviewed by the authors pre- 
operative X-ray examination showed the difference 
in the size of the 2 sinuses to be only 1 mm., whereas 
in the others it ranged from 6 to 1o mm. In 8 cases 
the thrombosis occurred on the right side and in 6 on 
the left. Seven of the patients were males and 7 were 
females. 

The lateral sinus may become involved by direct 
extension to the vein from the mastoid cells, the so- 
called extravenous route, or by extension through a 
tributary vein, the intravenous route. Under the 
latter circumstances the outer wall of the vein may 
appear normal although the vein is thrombosed. 
The development of thrombosis does not require the 
penetration of bacteria to or through the intima; the 
chemicotoxic action of bacteria present in the wall of 
the sinus may produce the clot. For the formation 
of bacterial toxins lowering the bactericidal proper- 
ties of the blood and thereby favoring thrombus for- 
mation inflammatory changes in the intima are 
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necessary. ‘The majority of investigators believe 
that thrombi may be either sterile or infected. The 
thrombus may be of the mural type, that is, at- 
tached to the vessel wall and not completely obliter- 
ating the lumen. It may progress in either a central 
or a peripheral direction. 

Three types of lateral sinus thrombosis have been 
recognized: (1) that present at the time of the pri- 
mary operation on the mastoid, with evidence of its 
existence; (2) the latent type, which becomes mani- 
fest because of the operation; and (3) the post- 
operative type developing entirely in the period after 
the operation. 

Whereas injury and virulence of micro-organisms 
favor the development of thrombosis, exposure of 
the lateral sinus does not necessarily predispose to 
it. Postoperative sinus thrombosis is differentiated 
from the latent condition by: (1) absence of symp- 
toms of thrombosis before operation, (2) a long in- 
terval, usually two weeks, between the exposure of 
the sinus and the first appearance of the symptoms of 
thrombosis, and (3) absence of evidence of thrombo- 
sis at the time of the operation. In the latent form, 
extensive thrombosis is usually found at operation. 

Of the cases reviewed by the author, a lateral 
sinus thrombosis was found at the time of operation 
for acute mastoiditis in 9. In most of these the mas- 
toiditis was of the hemorrhagic or coalescent type. 
In 2 of the other cases it was subacute, and in 3 it was 
chronic. 

The symptoms of lateral sinus thrombosis are of 
3 types: (1) those due to systemic phenomena, (2) 
cerebral symptoms, and (3) septic symptoms. 

The systemic phenomena consist of chills and a 
characteristic spiked temperature which may recur 
within twenty-four hours or after two or three days 
Between the attacks the patient may feel fairly well. 

Among the cerebral symptoms are severe head- 
ache usually occurring at the height of the febrile 
attack, dizziness, nausea, and vomiting. Ocular 
symptoms may also be present. These include hy- 
peremia of the optic disk, optic neuritis, and choked 
disk. In children, convulsions, lethargy, and menin- 
geal manifestations such as the Kernig and Brudzin- 
ski signs, may occur. 

The septic manifestations consist of positive blood 
cultures. It is therefore imperative that a blood cul- 
ture be made in all cases. The blood should be taken 
at the termination of the chill. Unless some other 
focus of infection can be found, a positive blood cul- 
ture in the presence of a subacute ear condition 
should suggest the presence of a sinus thrombosis or 
phlebitis. A negative blood culture does not rule out 
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this condition or a bacteriamia. A bacteriamia may 
be manifested by metastasis to various parts of the 
body such as the skin and joints, the cerebral struc- 
tures, the liver, spleen, lungs, or kidneys. Skin and 
joint metastases occurred in 3 of the cases reviewed 
by the authors. Two of the patients with such me- 
tastases recovered. The authors believe that when 
such superficial metastases occur the prognosis is 
more favorable because the metastases probably 
represent fixation abscesses stimulating the defensive 
mechanism of the body. When metastases occur in 
more vital structures such as the brain, kidneys, 
liver, spleen, or lungs, the prognosis is grave. When 
they are localized in the lungs the prognosis should 
be guarded. 

The diagnosis of lateral sinus thrombosis depends 
upon both general and laboratory findings. The 
condition should be suspected when a sudden rise in 
the temperature to 104 degrees F. associated with 
tachycardia, chills, headache, nausea, and vomiting 
occurs during the course of an otitis media or mas- 
toiditis. Also of diagnostic importance is Griesing- 
er’s sign, an oedematous swelling of the mastoid 
region extending upward toward the temporal re- 
gion and often to the eyelid. This is probably due to 
thrombosis of the emissary vein or engorgement of 
the veins that drain into the internal jugular vein. 
Extension of the thrombosis into the jugular vein can 
be determined by palpation. A tough band is pres- 
ent in the course of the jugular vein along the ante- 
rior border of the sternocleidomastoid muscle. A 
laboratory aid of importance is a positive blood cul- 
ture. This confirms the diagnosis. If the blood cul- 
ture is negative, it should be repeated. In the pres- 
ence of other conformatory evidence, the Ayer- 
Tobey modification of the Queckenstedt test is of 
importance. This consists in obtaining an increase 
in the spinal fluid pressure by applying digital pres- 
sure to the uninvolved jugular vein. The test will be 
positive if there is complete occlusion of the involved 
vein, but is apt to be negative if only a mural throm- 
bus is present. It is of no value when negative. It 
is particularly valuable in cases of bilateral mas- 
toiditis, in which the presence of infection of either 
one sinus or the other is difficult to determine. The 
leucocyte count is of importance because an increase 
in the number of leucocytes indicates a more severe 
infection than that of mastoiditis. In the determina- 
tion of the prognosis the Schilling hemogram should 
be of aid. 

The treatment is supportive and operative. Sup- 
portive treatment consists of transfusions of from 
150 to 250 c.cm. of blood repeated at frequent inter- 
vals ranging from every other day to once a week. 
The donors may be immunized with non-specific 
protein by means of 1/10 c.cm. of a stock vaccine of 
typhoid bacilli containing 50,000,000 killed organ- 
isms. The blood should be used from seven to eight 
hours after the resulting severe reaction. An excel- 
lent adjunct to the blood transfusions is the intrave- 
nous administration of from 10 to 20 c.cm. of Pregl’s 
iodine. Bacterial sera may be of value. Operative 
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treatment consists in opening the lateral sinus, re 

moving the clot, and attempting to obtain free bleed 

ing from both ends. ‘There is considerable contro 
versy in the literature concerning the necessity and 
value of ligating the jugular vein. In 3 of the cases 
reviewed by the authors the lateral sinus was opened 
without ligation. In 1 of these this procedure was 
supplemented by intravenous injections of meta 

phen. Complete recovery resulted in all 3 cases. In 
11 cases the jugular vein was ligated and cut, and in 
4 of these the facial vein was ligated in addition. 
The authors believe that it is perhaps better to ligate 
the jugular vein in all severe cases and add the neces 

sary supportive treatment. AtLron OcusNer, M.D. 


EYE 


Holloway, T. B.: The Ocular Findings in a Series of 
Intracranial Fibroblastomata. Am. J. Opiith., 
1934, Xvii, 475. 

Intracranial fibroblastomata are usually more or 
less globular and encapsulated. They vary in con- 
sistency and vascularity. They are multinodular 
and occasionally multiple. They grow slowly and 
tend to cause marked displacement of the cortex. 
While the sulci may be invaded and prolonged com- 
pression may produce superficial atrophy of the 
convolutions of the brain, no infiltration of the brain 
occurs. The tumors may be present for years be- 
fore they cause definite symptoms or an increase 
in the intracranial tension. The rise in the tension 
is less marked than would be expected from the size 
of the tumor. It is now well recognized that a thick- 
ening of the bone overlying or underlying the growth 
frequently occurs and produces a definite asymmetry 
of the skull. 

The diagnosis is aided by inspection, palpation, 
and auscultation. In certain cases a definite local- 
ized or generalized bruit may be heard. 

Of fifty-five cases seen on the service of Frazier 
at the Hospital of the University of Pennsylvania, 
the frontal lobe was involved in twenty-one, the 
temporal lobe in nineteen, the parietal lobe in six, 
and the occipital lobe in nine. Thirty of the patients 
were females. The average age of the patients was 
thirty-seven and a half years. The youngest pa- 
tient was three years of age and the oldest sixty- 
five. In 87.3 per cent of the cases the symptoms 
developed between the ages of twenty-one and sixty 
years. Headache and impairment of vision were 
frequent initial symptoms. Headache developed 
first in fourteen cases and impairment of vision oc- 
curred first in twelve. In five cases they developed 
simultaneously. Among other symptoms caused by 
these tumors are convulsions, motor and sensory 
disturbances, aphasia, visual hallucinations, tin- 
nitus, and impairment of hearing. 

If headache and impairment of vision persist, a 
field test is indicated even if the disks and macula 
appeared normal at the first examination. Nothing 
of diagnositic aid is determined from a study of the 
pupils. Exophthalmos and nystagmus occurred in 
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eight of the cases reviewed. In seven of these there 
was involvement of the frontal lobe, and in one, 
involvement of the parietal lobe. Impairment of 
the ocular muscles or facial musculature occurred 
in eighteen. Papilloedema was noted in thirty-eight 
cases, postpapillitic atrophy in seven, and primary 
atrophy in one. In nine, no disk changes were found. 
In seventeen cases the visual fields could not be 
determined. In seven, they were practically normal. 
In twelve, concentric contraction was noted. Right 
homonymous hemianopsia was found in ten cases, 
left homonymous hemianopsia in three, a quadrant- 
anopsia in two, and a bitemporal defect in the red 
fields in one. In one case there was enlargement of 
the blind spots, and in another a misleading sug- 
gestion of a defect in the right inferior quadrant. 
The findings according to the location of the tumor 
are shown in a table. Leste L. McCoy, M.D. 


EAR 


Kafka, M. M.: Tinnitus Aurium: Etiology, Dif- 
ferential Diagnosis, Treatment, and a Review 
of Twenty-Five Cases. Laryngoscope, 1934, xliv, 
515. 

The author reports in some detail twenty-five 
cases of tinnitus aurium. He is of the opinion that 
more constructive research on tinnitus and deafness 
must be carried out if patients are to respect the 
specialty of otology. He states that many persons 
suffering from these conditions are becoming the 
victims of quacks because they are not properly 
relieved by recognized otologists. 

James C. Braswe tt, M.D. 


Ashcroft, D. W., and Hallpike, C. S.: On the Func- 
tion of the Saccule. J. Laryngol. & Otol., 1934, 
xlix, 450. 

In studies made by the authors of the saccular 
nerve of the frog with the use of a micromanipula- 
tive technique in combination with a conventional 
amplifying system and a cathode-ray oscillograph, 
action currents were recorded. These currents 
occurred in response to vibrational stimuli, the 
frequency of the stimulus being reproduced accu- 
rately up to a frequency of at least 500. 

The authors give their reasons for regarding the 
electrical changes recorded as true potentials. They 
conclude that, in the frog, the saccule is an organ 
of vibration sense. They believe that their findings 
support the suggestion of Tait that, in man, the 
saccule is concerned in the reception of bone-con- 
ducted sound. Howarp A. McKnicat, M.D. 


MOUTH 


Bailey, H.: The Salivary Glands Insofar as the 
Mouth is Concerned. Practitioner, 1934, cxxxii, 
651. 

Bailey says that with the aid of a good light and 

a spatula any physician can become master of intra- 

buccal pathology and diagnosis. The secretory 


organs which discharge their products into the 
mouth are the parotid, submaxillary, and sublingual 
glands, the glands of Blandin and Nuhn, the palatal 
glands, the molar glands, and a myriad of small 
mucus-secreting units dotted over the floor of the 
mouth and the buccal aspect of the cheeks. 

By far the most common site of salivary calculi 
is Wharton’s duct. A calculus in Wharton’s duct 
often remains undiagnosed for weeks. There may 
be a swelling in the submaxillary triangle, especially 
before or during meals, which may be associated 
with salivary colic. The pain may be mistaken for 
toothache. The stone pressing on the lingual nerve 
may cause a lingual neuralgia, and the pain may be 
referred down the side of the tongue. 

On examination, no saliva will be seen flowing 
from the obstructed duct when the patient is given 
a lemon to suck. The stone may be seen shining 
through the mucous membrane. If secondary infec- 
tion is present, pus may be seen exuding from the 
duct. On palpation, an enlarged submaxillary 
lymph gland may be differentiated as there will be 


no intrabuccal extension. The stone may be pal- 


pated as the finger is passed along the duct. 

A stone in the anterior two-thirds of Wharton’s 
duct can be removed by slitting the opening with 
probe-pointed scissors. When the stone is situated 
in the posterior third of the duct its removal is 
more difficult and extirpation of the gland may be 
necessary. 

Simple ranula is a clinical entity. Pathologically 
it should be regarded as a myxomatous degeneration 
of a mucous gland. It may be seen as a transparent 
cystic swelling usually under the tongue. Wharton’s 
duct may be seen as an opaque strand coursing 
over the wall by which it has been displaced, but 
takes no active part in the process. The treatment 
indicated consists of complete excision or marsupiali- 
zation with preservation of the integrity of Whar- 
ton’s duct. 

In some cases of otherwise apparently typical 
ranula there is a cervical prolongation. These must 
be attacked through the neck. 

A diagnosis of subacute or chronic parotitis may 
be made by making pressure over the parotid gland. 
When suppurative parotitis is present such pressure 
will cause purulent material to exude from the open- 
ing of Stenson’s duct. The treatment indicated 
includes measures to obtain scrupulous cleanliness. 
The use of chewing gum may be of value. In acute 
suppurative parotitis the gland should be decom- 
pressed by the method of Blair. In resistant paro- 
titis, catheterization of the duct and the injection 
of 1 per cent mercurochrome may be of great benefit. 
A sialogram may be made by injecting a dilute 
solution of lipiodol down the catheter. 

GrorceE A. Cottett, M.D. 


Stacy, H. S.: The Réle of Surgery in Carcinoma of 
the Buccal Cavity. Med. J. Australia, 1934, i, 712. 


Among the factors causing irritation of importance 
in the production of leucoplakia and carcinoma of 
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the buccal cavity are ill-fitting dentures, sharp, 
jagged teeth, the use of alcohol and tobacco, septic 
tonsils, and pyorrhoea. The author suggests that the 
more frequent occurrence of malignancy in the buc- 
cal cavity among the poorer classes is dependent 
upon buccal sepsis. 

According to Handley, lymph stasis may be a 
cause of carcinoma. This theory suggests that 
chronic irritants act upon the connective tissue to 
produce an obliterative lymphangeitis to which the 
epithelial hypertrophy is secondary. Epithelial hy- 
pertrophy of this nature results in papillomata, and 
papillomata in any site are precancerous lesions. 
The pathogenesis of the papilloma is described as 
being secondary to obliteration of the central lym- 
phatic of the papilla. This obliteration results ulti- 
mately in a reduction of the supply of oxygen to the 
connective tissue and epithelium and of the supply 
of the products of the rest of the body cells which 
are necessary to the cells of the papilla, changes ne- 
cessitating the adoption of a new metabolism by the 
cells which are affected and favoring malignant de- 
generation. 

Tuberculosis, being of the nature of a chronic lym- 
phangeitis, is suggested as being a precursor of carci- 
noma. Other causes of chronic lymphangeitis are 
syphilis, pyogenic organisms, and chemical and ther- 
mal agents. 

In describing the lymphatic drainage of the 
tongue, Stacy calls attention to the fact that the 
drainage tracts may run across the midline and 
terminate in the cervical glands on the side opposite 
the lesion. 

In the treatment of malignant lesions of the lip, 
the author excises small growths surgically and sub- 
jects more extensive growths to interstitial irradia- 
tion. In all cases he performs a partial neck dissec- 
tion several weeks after the use of radium, removing 
the submental glands, cleaning out the digastric tri- 
angle, and resecting a small portion of the bone of 
ihe mandible if the mass is attached to it. If the 
cervical metastases are inoperable, he employs inter- 
stitial irradiation. 

In the treatment of carcinoma of the tongue and 
floor of the mouth he has abandoned radium and 
radon because they favor necrosis of the mandible. 
For early cases he prefers diathermy or simple ex- 
cision. For the control of pain, if this is necessary, 
he suggests nerve section. In cases of large, ad- 
vanced, sloughing lesions, he attempts as complete 
removal as possible, using the diathermy knife with 
a cutting and coagulating current. The treatment of 
the local lesion is followed by removal of the gland- 
bearing tissue of one or both sides. When there is 
bone involvement the mandible is also treated by 
diathermy. The affected portion is dehydrated and 
left to separate later as a sequestrum. 

To reduce the danger of aspiration pneumonia, the 
author keeps the anesthesia minimal, employs a 
suction apparatus throughout the operation, and 
operates with the patient in the hanging-head posi- 
tion, Louis ‘T. Byars, M.D. 
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Montgomery, M. L.: Congenital Fistulz of the 
Body of the Tongue. Ann. Surg., 1934, c, 68. 

Congenital fistulae of the tongue associated with 
developmental abnormalities of the thyroglossal duct 
are not uncommon, but fistulae of the body of the 
tongue have been seen only rarely. In a review of 
the literature the author was able to find the reports 
of only two cases of fistula of the latter type. 

In the first of these cases there was a centrally 
located longitudinal fistula 1 in. in diameter which 
extended forward through the median raphe of the 
tongue from the level of the foramen cecum to a 
point near the tip of the tongue and ended in a fi- 
brous nodule the size of a hazelnut. This fistula 
had been asymptomatic. 

In the second case there was a median transverse 
fistula which opened on the dorsum of the tongue at 
about the level of the junction of the anterior and 
medial thirds of the body, through the substance of 
which it passed to end blindly in a sublingual cyst. 
The cyst had been repeatedly incised and drained. 

Montgomery adds a third case. The patient, a 
man, had noted for one year on the dorsum of the 
tongue a small growth which occasionally opened 
and discharged pus. Examination revealed a small 
papillary projection about 4 mm. high and 3 mm. 
in diameter on the dorsum of the body of the tongue. 
Near the apex of this projection there was an open- 
ing which admitted a probe. The probe could be 
passed through the dorsoventral thickness of the 
tongue and forward toward the symphysis of the 
mandible. The fistula appeared to terminate on 
the buccal surface of the mylohyoid muscle. 

The author reviews the embryology of the tongue. 
The most recent work was that of Kallius published 
in 1910. This describes the development of the 
tongue from the fusion of one median and two lateral 
anlagen. 

In the author’s opinion the described fistula of 
the tongue arise as deviations from the normal de 
velopment of the body of the tongue as described 
by Kallius and are located in the fusion planes of 
the three anlagen. Louis T. Byars, M.D. 


PHARYNX 


Santi, E.: Peripharyngeal Abscesses in Childhood 
(Gli ascessi perifaringei nell’ infanzia). Arch. di 
chir. infantile, 1934, 1, 175. 

The author reviews 210 cases of peripharyngeal 
abscesses in children which were treated at the 
Children’s Hospital, Florence. In 6 cases the 
abscess was bilateral; in 61, lateropharyngeal; and 
in 149, retropharyngeal. Of the retropharyngeal 
abscesses, 70 occurred on the right side and 79 on 
the left. Ninety-five of the children were less than 
one year of age. There were 4 deaths, a mortality of 
1.9 per cent. Two of the deaths were due to broncho- 
pneumonia and two to septicemia and cardiac 
syncope respectively. 

The pathological anatomy and symptoms of peri 
pharyngeal abscesses are discussed in detail 
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The author recommends surgical intervention for 
all cases. He operates with the patient in the Rose 
position. He uses only a Kocher forceps as it pre- 
vents opening into large vessels, it is easier to use 
than other instruments, and the ragged opening it 
produces delays cicatrization, thereby favoring more 
prolonged drainage. GrorcE C, Frnora, M.D 


Linck, A.: Simple Incision, Incision with Secondary 
Tonsillectomy, and Abscess-Tonsillectomy in 
Cases of Paratonsillar Abscess (Einfache In- 
cision, Incision und Sekundaer-Tonsillektomie und 
Abscess-Tonsillektomie bei paratonsillaeren Absces- 
sen). Zischr. f. Laryngol., Rhinol., 1934, xxv, 79. 

The character of paratonsillar abscess is due to 
primary tonsillar and secondary paratonsillar fac- 
tors. The pathological evolution of a paratonsillar 
abscess terminates in most cases in resolution, but 
in a few cases it results in a dormant residual 
abscess which may prevent also the healing of the 
tonsil containing dormant foci of infection. In the 
determination of the treatment indicated the most 
varied clinical pictures must be taken into considera- 
tion. It is easy to mistake a deep abscess for a 
phlegmon. The determination of complete healing 
is uncertain; neither palpation nor repeated punc- 
ture establishes it with certainty. 

The aims of treatment should be evacuation and 
complete healing of the abscess and radical removal 
of the chronic tonsillitis. Simple incision of the 
abscess has, in addition to advantages, a number of 
great disadvantages. ‘The latter include the pos- 
sibility of complications, the remaining tonsil factor, 
and the fact that possible neighboring abscesses or 
associated phlegmonous processes are not treated. 

The two-stage method, incision and secondary 
tonsillectomy, has all of the disadvantages of simple 
incision. Moreover, the secondary operation is often 
neglected, and estimation of the interval necessary 
is very difhicult. 

he combination of abscess incision and tonsil- 
lectomy in a single operation has many advantages: 
good exposure which eliminates the danger of leaving 
some of the abscesses unopened and prevents reten- 
tion, erosion, and the development of recurrences 
from incomplete healing of the abscess. However, 
these advantages are obtained only when total 
tonsillectomy is performed. The latter procedure 
removes the original focus in the tonsil. By this 
treatment the patient is freed of his disease at one 
operation. The disadvantages which have been 
attributed to the procedure have not been proved. 

The author reports 280 cases treated by the 
method described. In no case were there any un- 
favorable sequel. However, in a few instances the 
progressing infection was not controlled. The after- 
treatment is simple, and there is less danger of 
hemorrhage. While the patient must remain in the 
hospital for ten days, the described method of treat- 
ment is economical because of the definite elimina- 
tion of the disease process. The operation should be 
undertaken only by a specialist. The author be- 


lieves that this prophylactic treatment deserves 
universal recognition. F. STARLINGER (Z). 


Cappell, D. F.: On Lympho-Epithelioma of the 
Nasopharynx and Tonsils. J. Path. & Bacteriol., 
1934, XXXIX, 49. 

Cappell reports on twelve cases of malignant 
disease of the nasopharynx, tonsils, and pharynx be- 
lieved to have its origin in the specialized epithelium 
of the pharyngeal lymphoid tissues. He emphasizes 
the value of silver impregnation of the reticulum as 
a means of demonstrating the structure of such 
growths. He states that the tumors show distinctive 
clinical and pathological features and under the 
name of ‘“‘lympho-epithelioma”’ may justifiably be 
separated from other neoplasms. 

Two main types of histological structure have been 
recognized: one corresponding to the classical 
lympho-epithelioma of Regaud and the other cor- 
responding to the lympho-epithelioma of Schmincke. 
It is shown that these are not different types of 
neoplasm, but represent merely quantitative dif- 
ferences in the mode of growth and spread of the 
tumor cells. Evidence that the transitional-cell car- 
cinoma of the nasopharynx and tonsil is a form of 
neoplasm different from lympho-epithelioma was not 
definitely established by the observations reported 
herewith, and it is believed that the two are at least 
closely related. 

Lympho-epitheliomata are highly radiosensitive. 
The value of irradiation therapy as compared with 
surgical excision was clearly demonstrated in the 
author’s cases. Samuet Kaun, M.D 


NECK 


Dorrance, G. M.: Ligation of the Great Vessels of 
the Neck. Ann. Surg., 1934, xcix, 721. 

The controversy as to whether the common 
carotid or the internal carotid artery should be 
ligated primarily had its origin in the cerebral 
complications which so frequently follow the ob- 
literation of either one of the main carotid vessels. 
The symptoms occurring after ligation of either of 
these vessels include those of shock, low blood pres- 
sure, slowing of the pulse, and cold sweat. The 
patient may experience a sense of faintness combined 
with nausea and vomiting, ringing in the ears, and 
darkening of the fields of vision. These may last 
for only a few seconds or may persist for days or 
weeks in association with homolateral headache, 
aphasia, and partial or complete contralateral 
hemiplegia. As a rule they tend to disappear, but 
many patients develop permanent hemiplegia, 
aphasia, blindness, and mental deterioration. In 
some cases the described symptoms are followed 
in a few minutes by slowing of the respiration, 
generalized convulsions, and death. 

The author discusses five theories which have 
been advanced to explain the cerebral disturbances. 
These ascribe the disturbances to: (1) anemia re- 
sulting from failure of collateral circulation due 
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chiefly to anomalies of the circle of Willis; (2) throm- 
bosis and embolism; (3) ischemia resulting from 
vasoconstriction due to sympathetic irritation; 
(4) circulatory stasis; and (5) intracerebral hemor- 
rhage. Dorrance suggests that cerebral injury in- 
dependent of the ligation may be responsible. 

Attention is called to the importance in the regu- 
lation of the circulation of the brain of the web of 
nerve filaments in the walls of the carotid bifurcation 
which is called the “carotid sinus.” Together with 
the aortic nerves, these filaments have a depressive 
effect, thus acting as governors or counterbalancers 
of the sympathetics. They have therefore been 
termed the “‘buffer nerves” of the circulation. The 
cerebral complications of carotid ligations are those 
of vagus irritation rather than those of sympathetic 
stimulation. In producing ‘‘vasovagal syncope” 
by causing compression of the sinus or a rise of pres- 
sure within it, Lewis demonstrated that the vagus 
and carotid sinus mechanisms are intimately con- 
nected. The nerve terminals in the walls of the 
carotid sinus function as pressure receptors and as 
such are very sensitive to changes in intravascular 
pressures within the carotid and to extravascular 
pressures. Ligation of the internal carotid artery 
would obviously raise the pressure in the carotid 
sinus and tend to stimulate it. Many of the symp- 
toms noted after such a ligation may well be due to 
this mechanism. On the other hand, ligation of 
the common carotid reduces the pressure in the 
sinus and thereby reduces its inhibitory effect. 

From his review of the literature and his own ex- 
perience the author draws the following conclusions: 

1. Cerebral symptoms consequent to ligation of 
the carotid vessels are usually associated with, and 
result from, sudden extreme reductions of systemic 
blood pressures. These reductions in blood pressures 
are produced by the reactions of the carotid sinus 
mechanism, and occur most frequently following 
ligation of the internal carotid artery. 

2. A moderate percentage of complications are 
due to reduction in the volume flow of blood in the 
brain. 

3. A-small percentage may be due to thrombosis 
and embolism. 

4. Intracranial arterial constriction due to stimu- 
lation of the cervical sympathetics does not play a 
part in the causation of these cerebral symptoms. 

5. Ligation of the common carotid artery reduces 
the volume flow of blood in the internal carotid by 
only about 50 per cent. 

6. Almost 50 per cent of the retrograde flow from 
the external carotid is derived from the superior 
thyroid. 

7. Ligation of the common carotid is a much less 
hazardous procedure than ligation of the internal 
carotid. 

8. Cerebral complications following carotid liga- 
tions may be lessened by: 

a. Ligation of the common carotid with subse- 
quent ligation of the branches of the external trunk. 
If this is not enough, the external trunk and the 
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internal trunk should be ligated consecutively, there- 
by avoiding primary ligation of the internal trunk. 

b. Careful observation of the blood pressure dur- 
ing the operation of ligation and prompt combating 
of marked persistent reductions of blood pressures 
with adrenalin or infusions or, in anemic patients, 
by transfusion. 

c. The avoidance of factors which have been 
shown to influence the deposition of thrombi, such 
as compression of the artery before ligation and 
the use of clamps, fascial or metal bands, and coarse 
or redoubled ligatures. 

9. Primary ligation of the internal carotid is 
fraught with danger. Therefore primary ligation of 
the common carotid with later ligations, if neces- 
sary, of the branches of the external carotid, should 
be adopted. Maurice Meyers, M.D. 


Weinstein, A. A., Davis, D., Berlin, D. D.; and 
Blumgart, H. L.: The Mechanism of the Early 
Relief of Pain in Patients with Angina Pectoris 
and Congestive Failure After Total Ablation of 
the Normal Thyroid Gland. Am. J. M.Sc., 1934, 
clxxxvii, 753. 

Blumgart and his associates found that precor- 
dial distress was relieved within a few hours after 
total ablation of the thyroid. They performed this 
operation for angina pectoris, precordial pain other 
than angina, and hyperesthesia and hyperalgesia 
of the chest wall associated with various forms of 
chronic heart disease. In some cases the early relief 
was followed by a relapse, but complete and perma- 
nent relief was obtained in the course of several 
weeks when the metabolic rate fell to a permanent} 
low level. 

This article is based on twenty of fifty cases in 
which early relief was obtained. 

The method of observation consisted of the pre 
cipitation of attacks under certain standardized 
conditions of exercise, tests of hyperasthesia and 
hyperalgesia by the application of cotton, pinching, 
scratching, pricking with a pin, and finger pressure, 
and tests of muscle tenderness by pinching. 

Postoperative sedation and general anesthesia 
were excluded as causes of the early relief. ‘The re 
lief of pain while the metabolic rate was still at the 
pre-operative level, the recurrence of the pain while 
the metabolic rate was still falling, and the complete 
cessation of the pain when the metabolic rate fell 
to a permanently low level suggested that the early 
relief is independent of thyroid action and due to 
the interruption of nervous pathways which nor 
mally carry afferent impulses from the heart to the 
cord. The authors concluded that if, because of a 
cardiac lesion, excessive stimuli bombard a certain 
segment of the spinal cord, an irritable focus is pro 
duced in the nerve centers of the segment and nor 
mal afferent impulses from skin and muscle of the 
chest wall traversing this irritable segment become 
augmented. If the cardiac afferent pathways are 
interrupted, the irritable focus subsides and the 
hyperasthesia and pain cease. 
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If this hypothesis is correct, the early relief of the 
pain after hemithyroidectomy would be limited to 
the side of the operation. This was found to be true 
in three cases in which unilateral thyroidectomy was 
performed. On the other side the pain continued in 
its original intensity. That certain sympathetic 
pathways were interrupted or stimulated was shown 
by dilatation of one pupil in the cases of two patients 
and the fact that injection of the stellate ganglion 
caused temporary relief in the homolateral chest wall 
for several days. Whether the viscerosensory or 
visceromotor pathways are interrupted was not 
determined. 

The early relief of the pain cannot be due to a de- 
crease in the sensitivity of the heart to epinephrin or 
other endocrine substances as it is not associated 
with a significant reduction of the circulating thyroid 
principle and after hemithyroidectomy it is limited 
to the homolateral side of the chest. 

The permanent relief of pain occurs later with the 
development of the hypothyroid state as evidenced 
by the basal metabolic rate. Earlier measurements 


of the velocity of the blood flow indicated that in 
myxoedema the work of the heart is greatly reduced. 
In agreement with these facts the authors found that 
the signs of cardiac insufficiency decreased most 
markedly when the basal metabolic rate decreased. 
In patients with a low initial basal metabolic rate 
the improvement was less striking. Current studies 
indicate that the reduction in the cardiac output 
and velocity is most important in relieving the heart 
from strain. Reduction of the ventricular rate is of 
secondary importance, and blood-pressure changes 
are negligible. : 

The authors conclude that the early relief of pain 
after thyroidectomy is due, not to the interruption 
of cutaneous pathways, but to the interruption of 
fibers which carry abnormally strong afferent vis- 
ceral impulses, and that, as the distribution of these 
fibers is variable, practically all of the fibers may 
be interrupted in some cases whereas, in others, a 
sufficient number may remain intact to allow the 
transmission of subliminal stimuli. 

IF. S. Mopern, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Davidoff, L. M., and Dyke, C. G.: Agenesis of the 
Corpus Callosum: Its Diagnosis by Enceph- 
alography. Am. J. Roentgenol., 1934, xxxii, 1. 


The authors review the embryological develop- 
ment of the corpus callosum and report three cases 
of agenesis of this body which were diagnosed by 
means of encephalography. In one case the diag- 
nosis was confirmed by autopsy. 

The essential changes found in the encephalo- 
grams were: (1) marked separation of the lateral 
ventricles; (2) angular dorsal margins of the lateral 
ventricles; (3) concave mesial borders of the lateral 
ventricles; (4) dilatation of the caudal portions of 
the lateral ventricles; (5) elongation of the inter- 
ventricular foramina; (6) dorsal extension and dila- 
tation of the third ventricle; and (7) a radial 
arrangement of the mesial cerebral sulci around the 
roof of the third ventricle with extension through 
the zone usually occupied by the corpus callosum. 

ROBERT ZOLLINGER, M.D. 


Goode, J. V.: Gunshot Wounds of the Head: An 
Analysis of 105 Cases. Arch. Surg., 1934, xxix, 16. 


In the 105 cases of gunshot wounds of the head 
which are reviewed by the author the mortality was 
So.2 per cent. This is in marked contrast to the 
mortality of such wounds during the World War. 
In cases with puncture of the dura due to war 
wounds the mortality was about 35 per cent. The 
author’s explanation of the difference is that the 
cases he reviews came for -treatment much earlier 
than cases of war injury, and that many soldiers 
with similar wounds died before they reached the 
army operating hospital. 

Of 13 patients with gunshot wounds of the head 
in which the dura remained intact, 4 had a skull 
fracture. One died from heart failure and the others 
recovered. The treatment consisted of débridement 
with primary suture. 

Nine patients with laceration of the dura but no 
bullet fragment lodged in the brain recovered. Of 
these, 8 were treated by thorough débridement of 
the skin, bone, and cortex and suture of the dura. 
In 1 case the dural defect was closed with fascia lata. 

Of 49 patients with subcortical lodgment of the 
foreign body, 42 died. These patients were in extreme- 
ly poor condition and only a few of them came to 
operation. In such cases operation should be pre- 
ceded by roentgen examination and blood grouping. 
Thorough débridement of skin, muscle, and bone 
should be done. A catheter should be used to irri- 
gate and suck out devitalized brain tissue from the 
track of the bullet wound. In addition some surgeons 
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introduce the gloved finger once into the bullet track 
to locate fragments. The dura should then be closed 
with fine silk, and the galea and skin in turn closed 
with silk without drainage. Four of the patients 
whose cases are reviewed were re-examined. Two 
still harbored bullets in the brain, but suffered no ill 
effects therefrom. Two had hemiplegia, but this was 
improving under exercise. 

Of 4 patients with through-and-through wounds 
penetrating the ventricles, all died. 

Infection is greatly to be feared, especially when 
the patient is seen late. In cases of cerebrospinal 
rhinorrhcea the prognosis is very unfavorable. 

Joun WILtsIE Erton, M.D. 


Albert, F.: Basal Skull Fractures, an Experimental 
Study (A propos de fractures de la base du crane. 
Etude expérimentale). Rev. belge d. sc. méd., 1934, 
vi, 97- 

The extremely variable prognosis of basal skull 
fractures has led to numerous studies of the mechan- 
ism of the effects of these injuries. Between the 
hopeless cases with irreparable cerebral lesions and 
the numerous benign cases in which recovery results 
without treatment there is a large series in which the 
outcome remains in doubt and the proper treatment 
is difficult to determine. 

In an investigation of the origin of the fatal 
cerebral complications occurring in these cases the 
author carried out experiments on dogs in which he 
studied the effects of increased intracranial pressure 
with the use of a modification of the triple canulla 
method of Nolf. By this method simultaneous 
tracings were obtained from the central end of the 
femoral artery and the peripheral end of the ver- 
tebral artery. The respiratory movements were 
registered by a pneumograph. In this way the cir- 
culatory responses in the brain and in the general 
circulation were determined. ‘The intracranial 
pressure was varied by injections of normal salt 
solution, paraffin oil, and defibrinated blood into the 
ventricles or beneath the dura mater. From his 
findings the author draws the following conclusions: 

1. To a slight intracranial hypertension the dog 
responds with a fall of both the general and the 
systemic arterial pressure. The pulse rate is in- 
creased and the respiration slowed. Section of the 
vagi abolishes the hypotension. 

2. An acute high-grade intracranial hypertension 
produces an arterial hypertension, both general and 
cerebral, and bradycardia. Following denervation 
of the carotid sinuses extraordinary elevations in the 
arterial pressure occur. 

3. By means of ergotamine the response to in- 
creased intracranial pressure can be abolished and 
the blood pressure reduced. As death occurs none 
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the less readily from respiratory failure, it is evident 
that the blood pressure is not an important factor 
provided there are no arterial lesions favoring 
cerebral hemorrhage, 

4. The most serious effects of intracranial hyper- 
tension occur when there is a blocking of the normal 
circulation of the cerebrospinal fluid. This may be 
caused by fluid which is difficult to absorb or by 
clots. When it is due to the former the block is only 
relative. 

5. Clinically and experimentally the only diag- 
nostic sign of block is failure of the arterial pressure 
to fall following the removal of cerebrospinal fluid 
by lumbar or suboccipital puncture. When a block 
is present, puncture is useless as a therapeutic 
measure and should not be continued. In the 
absence of a block, puncture is a method of great 
value even in the presence of meningitis, resulting 
in cure in a high percentage of cases. 

ALBERT F. De Groat, M.D. 


Cohen, I.: Cerebral Complications of Putrid 
Pleuropulmonary Suppuration. Arch. Neurol. 
& Psychiat., 1934, XXxxii, 174. 

Abscess of the brain as a complication of suppura- 
tive conditions of the lungs and pleure has long 
been recognized. Why it is so infrequent in general 
septicemic states and so relatively frequent in sup- 
purative pulmonary and pleural conditions is not 
definitely known. The more direct origin of the 
carotid arteries from the aorta has been suggested 
as an explanation, but seems scarcely adequate. The 
author reviews nineteen cases of pleuropulmonary 
suppuration with cerebral complications. 

In five cases in which the diagnosis of brain ab- 
scess was proved and in two in which it was strongly 
presumptive, death resulted. The high mortality 
was due chiefly to the following factors: (1) early 
cerebral exploration necessitated by the precarious 
condition of the patient, (2) the depth of the ab- 
scess, and (3) the type of the infecting organism 
(mixed and multiple infections). As approximately 
50 per cent of the metastatic abscesses are single 
lesions, surgical treatment should not be withheld. 
However, the operation should be done in two stages. 

A certain number of patients present cerebral 
symptoms coming on more or less suddenly during 
or after some thoracic procedure. In such cases the 
diagnosis cannot be proved for if death results it 
occurs before sufficient time has elapsed for recog- 
nizable changes to occur in the brain. As recovery 
often results, the author believes that the symptoms 
are due to the lodgment of emboli in the brain. 

An unusually high percentage of patients with 
pleuropulmonary suppuration show psychotic 
changes. While psychotic changes may develop as 
the result of long illness, in some cases they occur 
in the absence of prolonged blood loss or high fever. 
The author suggests that in cases of the latter type 
the cause may be an aseptic embolus or emboli 
lodging in the frontal lobe. 

Joun WiLTste Erton, M.D. 


Toennis, W.: The Diagnosis and Treatment of Vas- 
cular Malformations and Tumors of the Brain 
(Erkennung und Behandlung der Gefaessmissbil- 
dungen und der Geschwuelste des Gehirns). 58 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1934. 


This report is based on twenty-two cases of vascu- 
lar malformations and tumors of the brain—sixteen 
treated at the Olivecrona Clinic in Stockholm and 
six on the neurosurgical division of the Surgical 
Clinic of the University of Wuerzburg. 

Hemangiomata of the brain may be divided into 
true tumors (angioblastomata) and malformations, 
which may be either venous or arteriovenous. 

As the result of the work of the Swedish pathol- 
ogist, Lindau, in 1926 and the subsequent publica- 
tions of Cushing, Bailey, and Dandy, it is now known 
that in cases of cystic angioblastoma of the cerebel- 
lum good results may be obtained from surgery. 
Tumors of this type are located almost exclusively in 
the cerebellar hemispheres. They consist of a cyst 
formed by transudation from a usually small mural 
tumor. Radical removal of the tumor is sufficient. 
As the neoplasm is almost always single, such re 
moval may result in permanent cure. The familial 
occurrence and the simultaneous appearance of 
angiomata of the retina (von Hippel) or internal 
organs is well known. Cushing’s material shows that 
these tumors are most frequent at middle and ad- 
vanced age, whereas gliomata are most common in 
childhood and adolescence. Therefore in the poste- 
rior cranial fossa only neurinomata of the acoustic 
nerve and the rare tumors of the cerebellopontine 
angle (meningiomata and cholesteatomata) occur- 
ring at the same time of life must be considered in 
the differential diagnosis. 

It is worthy of note that the cystic angioblasto- 
mata only rarely cause the usual cerebellar symp- 
toms. In the foreground is hydrocephalus internus 
occlusus with headache, vomiting, and later dis- 
turbances of gait. 

While our views regarding venous malformations 
have changed only a little or not at all from those of 
Krause, von Eiselsberg, Perthes, Muehsam, Cush- 
ing, Bailey, and Dandy, interest in arteriovenous 
aneurisms has been re-awakened. Considerable in- 
formation regarding the diagnosis and treatment of 
arteriovenous aneurisms has been gained especially 
from arteriography. On the basis of Dandy’s de- 
scription we are able to recognize the essential struc- 
ture of an arteriovenous aneurism. The aneurism 
has its origin most frequently in the middle cerebral 
artery and less frequently in the anterior cerebral 
artery. In very rare cases there are also communica- 
tions between the branches of the external carotid 
(middle meningeal and occipital arteries) and the 
cerebral veins. The size and extent of the arterio- 


venous fistula determine the external form of the 
angioma. Large fistula usually result in a few, very 
thick veins, whereas small fistula not rarely result in 
numerous venous convolutions of small caliber. 
These facts indicate what can and what cannot be 
attempted in the treatment. The inevitable effect of 
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the ligation of a vein the thin wall of which is sub- 
jected to the action of the arterial blood pressure is 
rupture of the wall, as has been demonstrated by 
Cushing, Dandy, Olivecrona, and others. The only 
possible treatment is interruption of the arterial 
ilow. Arteriography (Loehr, Moniz) is of great aid 
as it demonstrates before the operation not only the 
irteriovenous character of the tumor but also the 
number and position of the arteriovenous fistule. 

Among the cases reviewed by the author there 
vere ten of arteriovenous aneurism. In three of the 
latter the pressure was relieved; in two, the internal 
carotid artery was ligated; and in five, extirpation 
was done. Two of the patients became able to return 
to work. In four cases, there was marked improve- 
ment; in one case there was no change; in one case, 
the condition became aggravated; and in two cases, 
death resulted. 

In twenty cases of angioma treated surgically the 
immediate operative mortality was 15 per cent cal- 
culated on the basis of the number of cases and 12 
ver cent calculated on the basis of the number of 
operations. (Z). 


Pette, H.: The Diagnosis of Brain Tumor with 
Reference to the Determination of the Indi- 
cations for Surgical Interference (Die Diagnose 
des Hirntumors im Hinblick auf die Indikations- 
stellung zu chirurgischen Vorgehen). Muenchen. 
med. Wehnschr., 1934, |, 5. 


Brain surgery demands not only a highly de- 
veloped technical ability, but also exact diagnosis 
and early recognition of the indications for opera- 
tion. The author presents a classification of brain 
tumors which is based on the fact demonstrated by 
experience that such neoplasms occur with greatest 
frequency at certain sites and at certain ages. 
Ixtracerebral tumors develop from: (1) the men- 
inges, (2) the cranial nerves, and (3) the hypophysis 
and epiphysis. 

The author first discusses the meningiomata 
which, because of their benign character, grow only 
by displacement. The reported incidence of these 
neoplasms ranges from 11.3 to 19 per cent. Depend- 
ing on the stage of development of the neoplasm, 
the clinical picture shows the following three stages: 
(1) a latent stage without symptoms, (2) astage with 
symptoms of beginning irritation and functional 
disturbance, and (3) a stage with symptoms of 
irremediable injury of the centers and tracts. In 
the last stage the roentgenogram sometimes shows 
atrophy of the adjacent bone of the skull, but more 
frequently a tendency toward the formation of 
bone. The prognosis becomes more unfavorable 
the longer operation is delayed. 

The neurinoma (acusticus tumor) grows slowly by 
displacement and is favorable for operative treat- 
ment. 

Adenoma of the hypophysis (acromegaly) is 
anatomically benign and should always be treated 
first by roentgen irradiation. The very malignant 
tumors of the craniopharyngeal canal often form 
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cysts with calcium deposits and are easily demon- 
strable roentgenologically. 

The author next discusses tumors which develop 
within the brain—gliomata, angioblastomata, and 
metastatic carcinomata and sarcomata. All of 
these tumors have an infiltrating, destructive 
growth with resulting cerebral oedema. The Bailey 
and Cushing classification of gliomata according to 
their morphological characteristics is no longer 
satisfactory to either the pathologist or the clinician 
as it does not include all types. The author dis- 
cusses the different types. He divides gliomata into 
the benign and the malignant, and emphasizes that 
the site as well as the histological structure of the 
tumor is important. He describes the symptoms of 
acute (malignant) glioma which sometimes causes 
death within from six to eight weeks. He states 
that in the differential diagnosis, abscess of the 
brain, encephalomalacia, and tumor metastases 
must be ruled out. Because of the very unfavorable 
prognosis, the acute glioma should not be treated 
surgically; it can be treated only symptomatically. 
Death is the best possible cure as prolongation of 
life only prolongs the suffering. 

The benign glioma occurs most frequently at about 
the age of thirty-three years, whereas the malig 
nant glioma is most common at about the age of 
forty-six years. The benign glioma grows very slowly 
and has a corticocerebral character. ‘The occurrence 
of an epileptic attack during middle age should al- 
ways suggest the presence of an insidiously growing 
neoplasm. 

The malignant medulloblastoma is compared 
with the benign astrocytoma (gliomatous cyst). In 
doubtful cases trephination is necessary to confirm 
the diagnosis. A cystic tumor with xanthochromic 
contents is always an astrocytoma and should be 
removed radically. 

The angioblastoma of the posterior cranial fossa 
arising from an anlage is easily removed by surgery 
if it is recognized in time. 

As a rule tumors arising within the cerebellum are 
not recognized until they have caused a hydro- 
cephalus internus occlusus. They must be ac- 
curately localized in order to determine whether 
they should be approached surgically through the 
posterior cranial fossa or by way of the midbrain 
and twixtbrain. In their diagnosis, the injection 
of 2 c.cm. of iodipin (Olivecrona, Antoni) or ven- 
triculography should be considered. The author 
describes the technique of these procedures. 

In conclusion, arteriography of the brain is dis- 
cussed. HInricuseEN (Z). 


Zollinger, R., and Gross, R. E.: Traumatic Sub- 
dural Hematoma: An Explanation of the Late 
Onset of Pressure Symptoms. J. Am. J/. Ass., 
1934, Cili, 245. 

The authors report a case of bilateral subdural 
haematoma in which chemical studies were made and 
experiments were carried out to explain the charac- 
teristic late onset of the pressure symptoms. 
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Chemical analysis of the haematoma sac on the 
right side, which was removed first, showed 8 gm. of 
protein, 5.1 gm. of globulin, 2.9 gm. of albumin, 31 
mgm. of non-protein nitrogen, and 615 gm. of chlorine 
as sodium chloride per 100 c. cm. As the total pro- 
tein in normal blood, the original contents of the sac, 
was 18.5 gm. per 100 c. cm. of blood, it appeared 
that the contents of the sac had been diluted about 
two and a quarter times. 

In the contents of the sac of the left hematoma 
which was removed about three weeks later the total 
protein was found to be 6 gm. per 100 c. cm. This 
indicated a dilution of three times the original total 
protein content of the sac. These findings suggested 
that during the three-week interval that the left 
hematoma was allowed to remain in place a further 
dilution of the contents of the sac took place. 

The authors verified the work of Gardner which 
indicated that the haematoma sac acts as a semi- 
permeable membrane. Additional experiments were 
made to determine the comparative osmotic pres- 
sure effect of non-hemolyzed and hemolyzed blood 
in increasing the size of a hematoma sac. Oxalated 
whole blood was placed in cellophane tubing to which 
a glass capillary tube was tied. The cellophane tub- 
ing containing the blood was then submerged in 
normal saline solution. As the result of the difference 
in osmotic pressure the whole blood rose to the 
height of 165 cm. in the capillary tubing. When a 
small amount of saponin, a powerful hemolyzing 
agent, was added, the fluid rose to the height of 89 
cm. This demonstrated a tremendous increase in the 
osmotic pressure of haemolyzed blood and suggested 
a possible explanation for the gradual increase in 
size of hamatoma sacs. 

The authors believe that there is a gradual break- 
ing down of the red blood cells within the hematoma 
sac giving rise to a gradual increase of the osmotic 
tension within the sac over a period of months. 
Since the hematoma sac acts as a semi-permeable 
membrane, fluid is gradually drawn into it, with a 
resulting increase in the size of the sac and a gradual 
rise in the intracranial pressure causing an increase 
in the clinical symptoms. The late onset of symp- 
toms is therefore directly dependent on the slow dis- 
integration of the red blood cells encapsulated within 
the hematoma membrane. 


Gorodeckij, B.: Diffuse Sarcomatosis of the Central 
Nervous System (Zur Frage der diffusen Sarko- 
matose des Zentralnervensystems). Nov. chir. 
Arch., 1933, XXixX, 332. 

The author gives a brief clinical and pathologico- 
anatomical description of a case of diffuse sarcoma- 
tosis of the central nervous system which he believes 
is the first to be recorded in the literature. The 
patient was a woman twenty-six years old who de- 
veloped symptoms of a brain tumor in the lower 
cranial fossa. The duration of the illness was three 
months. A decompressive trephination in the occi- 
pital region was followed by temporary improve- 
ment. Laminectomy performed two and a half 
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months later following a diagnosis of extramedullary 
spinal tumor disclosed a tumor-like thickening of the 
spinal cord between the fourth and ninth thoracic 
vertebre, the upper borders of which could not be 
determined. Death occurred from cardiac insuffi- 
ciency one and a half months after the operation. 

Autopsy disclosed a diffuse sarcomatous tumor of 
the middle cerebellar lobe and the lower surface of 
the left hemisphere of the cerebellum which extended 
downward to the pia mater of the spinal cord and 
enveloped the latter like a capsule as far as the 
cauda equina. At different levels the capsule varied 
in thickness and was distributed irregularly around 
the cord. It was intimately connected with the cap- 
sule of the organ and could not be separated by 
blunt dissection. The spinal cord was distorted and 
irregularly flattened. In transverse sections its nor- 
mal structure was distinctly recognizable only in the 
lumbar region. In the cervical and thoracic por- 
tions it was obliterated. The fibers of the cauda 
equina were also thickened. 

Microscopic examination revealed a round-celled 
and spindle-celled sarcoma localized in the white spi- 
nal coverings and exhibiting an infiltrating, and, in 
places, destructive, growth. It compressed and pene- 
trated the white substance of the cord and spread 
along the nerve roots. The tissue of the spinal cord 
was atrophic. Here and there were evidences of a 
disturbance of the circulation of the blood and of 
oedema, 

In summarizing the author states that the pri- 
mary localization was the lower cranial fossa, and 
that from there the neoplasm extended downward 
along the spinal coverings, producing the picture of 
sarcomatous meningitis. G. Atpov (Z). 


Masserman, J. H.: Effects of the Intravenous Ad- 
ministration of Hypertonic Solutions of Dex- 
trose. J. Am. M. Ass., 1934, cli, 2084. 


Patients between twenty and forty years of age 
and without clinically demonstrable organic disease 
were given hypertonic solutions of dextrose in- 
travenously. The administration of 50 gm. or less 
of a 20 per cent solution caused no untoward clinical 
sequel other than diuresis, whereas the administra- 
tion of 100 gm. or more of a 35 to 50 per cent solution 
caused headache, backache, peripheral nerve pains, 
or pain in the injected vein in 75 per cent of the 
cases and the administration of 185 gm. or more was 
followed by a transient pyrexia in 58 per cent. 

Contrary to previously published results of similar 
investigations, the arterial pressure and pulse rate 
showed no constant or significant effects. 

After the intravenous injection of isotonic solu- 
tions there was a transient increase in the cerebro- 
spinal fluid pressure, the duration of which was 
directly proportional to the amount of the solution 
injected and the height of which was proportional to 
the rate of the injection. No consistent secondary 
deviations were observed. When a hypertonic solu- 
tion was used in an effective concentration (from 
100 to 200 gm. of a 20 to 35 per cent solution), the 
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initial rise in the cerebrospinal fluid pressure was 
jollowed by a secondary fall which in turn was fol- 
lowed in an average of three hours by a tertiary 
ncrease to levels from 8 to 148 mm. of water above 
normal. The tertiary increase is of importance as 
in explanation of the late adverse effects sometimes 
observed in cases of intracranial hypertension 
treated by the intravenous injection of a hypertonic 
solution. Epwarp I. Pratt, M.D. 


Maés, J.: A Case of Ody’s Operation (Observation 
d’opération d’Ody). Bull. et mém. Soc. nat. de chir., 
1934, lx, 832. 

lailhefer, A.: A Case of Suboccipital Transatlan- 
toid Drainage—Ody’s Operation (Une observa- 
tion de drainage sousoccipital transatloidien— 
opération de F. Ody). Bull. et mém. Soc. nat. de 
chir., 1934, Ix, 832. 

Mais reported a case in which, during the first 
forty-eight hours after a fracture of the left petrous 
hone, there were only diffuse neurological signs, pre- 
dominantly signs of meningeal irritation such as 
igitation, mental confusion, generalized rigidity, 
and a bilateral Babinski sign, and no changes oc- 
curred in the pupils, pulse, or respiration. At the end 
of that time the patient was found in coma with res- 
piration of the Cheyne-Stokes type and a pulse so 
rapid it could not be counted, signs indicating ex- 
treme compression of the medulla. Lumbar puncture 
vielded only a few drops of spinal fluid. 

In this case there could be little doubt that there 
was a local pressure of fluid on the medulla and that 
posterior trephination was indicated. On section of 
the posterior arch of the atlas and incision of the 
dura mater a flood of liquid poured out and the pa- 
tient was immediately relieved. Respiration be- 
came regular, the pulse slowed, and the cyanosis 
disappeared. 

The case reported by TAILHEFER was that of a 
patient who presented diffuse neurological symp- 
toms followed by the gradual development of signs 
of compression of the medulla—torpor, progressive 
mental confusion, and an increase in the bradycardia 
which had existed from the beginning. As in the 
case reported by Maés, Ody’s operation resulted in 
prompt recovery. 

In the discussion of these cases PEtITt-DUTALLIS 
stated that when the medullary symptoms develop 
gradually it is possible that the cause is general 
rather than local—an intracranial hypertension 
caused by oedema of the brain, obstruction by a clot 
in the foramen of Monro, the third ventricle, or the 
aqueduct of Sylvius, or compression by a hematoma. 
Under such circumstances trephination of the vertex 
would be indicated. The differentiation is very im- 
portant. Ody recommended lumbar puncture and 
manometry for the differentiation, but Petit- 
Dutaillis recommends puncture of the ventricles. 
Petit-Dutaillis advocates also the use of rubber in- 
stead of gauze for drainage. He cited the fact that 
in the cases reported by Maés and Tailhefer the 
gauze caused retention with a temporary return of 
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the symptoms. He stated that there is apt to be an 
abundant secretion of fluid for the first few days and 
free drainage must be assured. 

PRousT reported a case in which the arch of the 
atlas could not be found even with extreme hyper- 
flexion of the head and it was therefore necessary to 
section the posterior arch of the axis. A satisfactory 
result was obtained. Proust believes that the lower 
section has some advantages. 

In reply to Proust, Petit-Dutaillis said that he had 
never experienced any difficulty in resection of the 
posterior arch of the atlas, and that this is preferable 
to resection of the posterior arch of the axis because 
the blockade is at the level of the atlas. 

AupREY Goss Morcan, M.D. 


SPINAL CORD AND ITS COVERINGS 


Lovett, T.: The Pathogenesis of Anterior Poliomye- 
litis. A Review. /nternat. Clin., 1934, ii, 16. 


The routes of infection in anterior poliomyelitis 
are: (1) the nerve fibers, (2) the blood stream, and 
(3) the lymphatics. 

The occurrence of invasion by way of the nerve 
fibers is evidenced by the fact that injury to the 
nerve cells is one of the primary lesions in the central 
nervous system in anterior poliomyelitis; the fact 
that the sequence of infection follows known fiber 
pathways; the fact that the disease is produced most 
effectively in animals by intracerebral inoculation; 
and the fact that, irrespective of the method of 
inoculation used experimentally, there is predom- 
inant paralysis of the lower extremities and experi- 
mental transsection of the spinal cord prevents in- 
volvement of the anterior horn cells of the lumbar 
cord, which is usually the portion affected. 

Invasion by way of the blood stream is indicated 
by the following observations: 

1. Early in the course of anterior poliomyelitis 
there is an acute interstitial meningitis which is 
most marked on the anterior surface and around the 
anterior fissure of the cord, where the vessels enter 
the cord from the meninges. This is believed to be 
due to the vascular involvement. 

2. The disease may be transmitted experimen- 
tally by intravenous inoculation, and the virus passes 
through the cerebrospinal fluid. It has been shown 
that there is a rapid removal of the virus from the 
blood stream following its intravenous injection. 

The evidence in support of the theory that the 
disease may result from invasion of the lymphatics 
is as follows: 

1. The disease is accompanied by a general 
lymphatic hyperplasia which is especially marked 
in Peyer’s patches. 

2. It is analogous to cerebrospinal meningitis, in 
which the infection enters by way of the lymphatics 
of the olfactory nerves, passing through the cribri- 
form plate to the meninges. 

3. Experimentally it has been possible to demon- 
state the virus in the cerebrospinal fluid although 
it does not remain there long. The fact that the 
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intrathecal administration of immune serum is of 
benefit supports the theory that the virus passes 
through the cerebrospinal fluid. 

The author states that Flexner’s theory regarding 
the transmission of the virus is more widely accepted 
than any other. According to Flexner, the virus 
reaches the cord by passage or propagation along 
the lymphatics and the vascular system, thus reach- 
ing the nervous elements, and because of the peri- 
vascular reaction, the anterior horn cells die of 
ischemia. There is considerable evidence that the 
nasopharynx is of importance as the portal of entry, 
but there is little evidence to support the theory 
that the virus enters the body through the gastro- 
intestinal tract. ALton OcHsNER, M.D. 


Abrahamson, L., McConnell, A. A., and Wilson, 
G. R.: Acute Epidural Spinal Abscess. Brit. 
VW. J., 1934, i, 1114. 


The epidural space between the dura mater and 
the periosteum lining the spinal canal is deepest in 
the upper dorsal and lower lumbar sections, absent 
over the cervical enlargement, and nearly absent 
over the lumbar swelling. Dandy stated that the 
space is absent ventrally, but the findings of one of 
the authors of this article indicates that there is less 
adherence of the dura ventrally in the thoracic region 
than in other sections of the cord. 

Dandy classifies the causes of epidural spinal 
abscess as: (1) extension from a neighboring focus, 
and (2) metastatic infection from a distant source. 
In some cases no primary focus can be found. On 
account of the looseness of the areolar tissue the 
infection often spreads rapidly. Because of softening 
of the cord by toxic substances or interference with 
the blood supply, the symptoms are out of all pro- 
portion to the compression caused by the abscess. 

The diagnosis of epidural abscess is often difficult. 
\llen and Kahn state that the condition must be 
differentiated from poliomyelitis, leptomeningitis, 
tumor of the cord, and abscess of the cord. 

The chief symptom is severe and persistent pain 
occurring first in the back and radiating to the lower 
limbs. There is often a latent period of from one to 
several days before the onset of motor symptoms, 
but occasionally complete paralysis occurs within a 
few hours. There may be stiffness of the neck, pain 
on movement, and disturbances of sensation extend- 
ing upward. The general septic symptoms are of 
variable severity. With the development of paral- 
ysis there is sphincter involvement. X-ray examina- 
tion may be of no help unless osteomyelitis of a 
vertebra has been present for some time. Lumbar 
puncture may disclose pus or evidence of compres- 
sion. Localization may be aided by X-ray examina- 
tion following the intracisternal introduction of 
lipiodol. 

The mortality of untreated epidural abscess is 100 
per cent. Of sixty patients whose cases are reported 
in the literature, 30 were treated surgically. Twenty 
of the latter survived and many of them recovered 
completely. 


The authors report a case of recovery following 
the removal of three laminz. Interesting features oi 
this case were: 

1. Intense pain, sometimes resisting morphine, 
which radiated around the trunk and was relieved 
by relaxing the spine posturally. 

2. Anterior nerve-root irritation manifested by 
sudden stiffening of the abdominal muscles. 

3. The occurrence of only a slight loss of sensation 
instead of the usually marked anesthesia. 

4. A latent period of eight or nine days preceding 
the onset of paralysis. 

Because of the successful result from drainage by 
the removal of only three lamine the authors 
believe that extensive operations, which greatly 
increase the shock of surgical treatment, are usually 
unnecessary. Epwarp §. Pratt, M.D. 


PERIPHERAL NERVES 


Davis, J. S., and Kitlowski, E. A.: Regeneration of 
Nerves in Skin Grafts and Skin Flaps. Am. / 
Surg., 1934, XXiv, 501. 

Davis and Kitlowski report their observations re 
garding the return of sensation in a large number oi 
skin flaps and free skin grafts. They use the term 
“epicritic touch”’ to denote the sensation elicited by 
the use of a wisp of cotton applied so lightly that it 
does not depress the skin, and the term “ protopathic 
pain” to denote the sensation of pain elicited by a 
pin prick applied carefully to avoid pressure. Heat 
and cold sensations were also tested. The authors 
point out that considerable difference of opinion is 
expressed in the literature with regard to the rate 
and order of the return of sensations to grafts. The 
subject is of importance because sensation is often 
essential to good function and the avoidance of in- 
jury and infection. 

The flaps examined had their pedicles divided and 
set in. They are considered according to their ana 
tomical region. The free grafts are classified accord. 
ing to type. Seven flaps were placed on the eyelids, 
nine on the nose, and fourteen on the cheeks, lips, 
and chin. These areas receive innervation from the 
trigeminal nerve, a purely sensory nerve. The flaps 
were taken from different locations such as the fore- 
head, neck, and arm, and were set in various posi- 
tions with regard to the lines of innervation. These 
factors made little difference in the speed of sensory 
recovery. Sensation did not return until after one 
month and then was noted to spread in from the 
periphery. Scarring delayed sensory return, espe- 
cially when the flap was surrounded by keloidal or 
irradiated tissue. 

In sixteen flaps applied to the wrist and hand the 
sensory return was found considerably slower than 
in flaps applied to the face. In all of six flaps placed 
on fingers because of X-ray or radium burns the en- 
trance of sensation was delayed. Six flaps which 
were placed on the feet gained sensation most quickly 
from the lateral edges. Walking on these flaps caused 
callus formation which diminished sensation. 








Ne 
flap i 
tion | 
abou 


mont 
and t 
rapid 
such 
nerv 
was } 
had | 

Te 
graft 
of ac 
in fle 
mov: 
in tl 
were 
case: 
of se 
ness 
cult 
the | 
L cn 

M 
in tl 
Thie 
surr 
thin 
slow 
twel 
mon 

Si 
latix 
tisst 
grou 
Hov 
sligl 

Ir 
peri 
spee 
nur 


of b 


Ler 


hav 








SURGERY OF THE 


Neither the age of the patient nor the source of the 
flap influenced the return of sensation. Pain sensa- 
tion began and advanced first. It was noted after 
about one month, and advanced about 1 cm. a 
month. It was followed first by temperature sense 
and then by touch sense. The innervation was most 
rapid in areas supplied by purely sensory nerves, 
such as the trigeminal area. The entrance of the 
nerve fibers was slower when the surrounding skin 
was infiltrated by keloid, and slowest where the skin 
had been affected by X-ray irradiation. 

Tests made on twenty-eight free whole-thickness 
grafts showed that the time of entrance and the rate 
of advance of the nerve fibers was much slower than 
in flaps. An important factor was probably the re- 
moval of all nervous elements except those situated 
in the corium. Half-thickness or split skin grafts 
were obtained by splitting the corium. In the eight 
cases in which they were used the rate of the return 
of sensation was much slower than in the full-thick- 
ness grafts. Shrinkage of these grafts made it diffi- 
cult to determine the rate. Pain did not begin until 
the seventh month. Its rate of advance was about 
1 cm. in three months. 

Most of the sensory end-organs are found deeper 
in the corium and hence are not included in Ollier- 
Thiersch grafts. The nerves must enter from the 
surrounding skin into fibrous tissue covered by the 
thinnest of skin films. Therefore their progress is 
slow. Pain sensation begins at the eleventh or 
twelfth month and advances about 1 cm. in three 
months. 

Small deep grafts were usually placed on granu- 
lating surfaces and hence were surrounded by scar 
tissue. The observed variations were so great in this 
group that no definite conclusions were possible. 
However, the return of sensation appeared to be 
slightly faster in such grafts than in Thiersch grafts. 

In all cases the return of sensation began at the 
periphery and advanced from the margin, and the 
speed of the return was determined largely by the 
number of nerve endings transplanted and the type 
of base upon which the graft or flap was placed. 

THomas W. STEVENSON, Jr., M.D. 


SYMPATHETIC NERVES 


Leriche, R., and Fontaine, R.: Isolated Anzs- 
thesia of the Stellate Ganglion (L’anesthésie 
isolée du ganglion étoilé). Presse méd., Par., 1934, 
xlii, 8409. 

In the course of the last nine years the authors 
have anesthetized the stellate ganglion alone in 
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more than 200 cases both for diagnostic and thera- 
peutic purposes. 

The patient lies on a table with a pillow under the 
nape of the neck and with his head turned away 
from the side on which the injection is to be made. 
A pliable platinum needle from 8 to ro cm. long and 
with a diameter of °/; mm. is inserted at the 
upper border of the middle of the clavicle and 
pushed in toward the transverse process of the 
seventh cervical vertebra. When this bone is 
reached the end of the syringe is raised until the 
needle glides down the width of a vertebra and is 
directed 30 degrees outward. At this point the 
needle enters the stellate ganglion. Ten cubic centi- 
meters of a 1 per cent solution of novocain are 
sufficient for anesthesia. 

When methylene blue is injected into the cadaver 
by the technique described the stellate ganglion is 
always colored blue. In the living subject the in- 
jection is followed in a few minutes by the Bernard- 
Horner syndrome, which persists for from half an 
hour to several hours. It causes also an elevation of 
the temperature and vasodilatation of the homo- 
lateral half of the face. If these signs do not occur, 
the injection has not been successful. 

Occasionally the needle may enter the subclavian 
or vetebral artery, but this does no harm. As soon 
as blood flows the needle should be withdrawn and 
inserted differently. The needle may also enter a 
foramen and penetrate the dura. When spinal fluid 
will flow out the injection should not be made. 
Another possibility is puncture of an emphysematous 
lung. This occurred in one of the authors’ cases of 
asthma and resulted in a pneumothorax which per- 
sisted for several days. It may be avoided by making 
sure, in cases of asthma, that the lung does not rise 
above its normal upper limit. Except for these 
possibilities, the injections are absolutely harmless 
and may be repeated any number of times. 

Anesthesia of the stellate ganglion is indicated for 
diagnostic purposes in all cases in which the sympa- 
thetic nature of the clinical syndrome is in doubt. 
It serves also to show what would be the effect of 
extirpation of the ganglion and thus establishes the 
surgical indications in asthma, angina pectoris, 
Raynaud’s disease, and other vasomotor syndromes. 

In addition it is effective in treatment. In some 
cases very severe attacks of asthma and angina 
pectoris have been arrested by its use. In cases of 
painful stumps it stops the pain. The authors there- 
fore no longer re-operate in such cases. After fre- 
quently repeated injections the pain often ceases 
permanently. Auprry Goss Morean, M.D. 
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CHEST WALL AND BREAST 
Moulonguet, P., and Rousset, J.: Bloody Dis- 
charges from the Nipple and Generalized 
Ectasia of the Galactophores (Ecoulements 
sanglants par le mamelon et ectasie généralisée des 
galactophores). J. de chir., 1934, xliii, 488. 

Since the report by Lecéne and Galtier in 1928, 
attention has been directed especially to papillomata 
of the mammary ducts as a cause of bloody dis- 
charges from the nipple. However, Lecéne and Gal- 
tier pointed out that other conditions may produce 
such discharges, and that the cause next in impor- 
tance to papillomata is dilatation of the ducts. The 
authors have collected seven cases of bloody dis- 
charge from the nipple due to dilatation of the 
ducts. 

Clinically, dilatation of the ducts is characterized 
by haemorrhage from several of the milk pores and 
absence of a cystic or solid tumor, whereas a duct 
papilloma causes bleeding from only one pore. On 
this difference Lecéne based his operation of local 
excision. In dilatation of the ducts a serosanguinous 
or often a purely serous discharge can be expressed 
from the nipple. The discharge is intermittent and 
irregular. Axillary adenopathy is common. The 
ages of the women whose cases are reviewed by the 
authors ranged from twenty-three to forty-six years. 

Dilatation of milk ducts causing a bloody dis- 
charge from the nipple must be differentiated from 
carcinoma, Paget’s disease, sarcoma, Reclus’ dis- 
ease, angioma, and adenofibroma. 

Pathologically, the cases may be divided into two 
groups. In those of one group the acini are quiescent 
or atrophic and there are no other lesions such as 
epithelial hyperplasia or sclerosis of the stroma. 
However, there is a superabundance of elastic tissue. 
In the authors’ opinion the condition in these cases 
has the character of a congenital malformation. In 
the other group of cases the dilatation of the ducts 
is associated with activity of the acini and the 
histological appearance is that of a breast of preg- 
nancy. 

The treatment indicated in all cases is subcuta- 
neous excision of the gland. The authors prefer a 
radial incision with preservation of the nipple and 
the shape of the breast. They close the dead space 
previously occupied by the gland by a series of 
pursestring sutures. ALBERT F. DE Groat, M.D. 


Taddei, A.: A Case of Primary Ascending Intra- 
ductal Tuberculosis of the Breast (Un caso di 
tubercolosi primitiva canalicolare ascendente delle 
mammella). Clin. chir., 1934, X, 439. 


Primary ascending intraductal tuberculosis of the 


breast was first described by Velpeau and Raige- 
Delorme in 1836. It constitutes about one-half of 1 


per cent of all lesions of the breast. Taddei reports 
the clinical data and microscopic findings in a case 
he observed in the Obstetricogynecological Clinic of 
the Royal University of Pisa. He states that the 
giant cells were of mesenchymal origin. There was 
no relationship of the condition to trauma or lacta- 
tion. 

The patient was a nullipara twenty-seven years 
of age who had noticed a lump in the breast which 
had become slightly larger but not harder and, for 
four months, had had a discharge of yellowish 
material from the nipple. Recently a fissure dis- 
charging a puriform material had developed in the 
nipple. 

Except for the breast condition, the findings of 
physical examination were normal. Roentgen 
examination, however, disclosed a chronic pulmon- 
ary lesion. The involved breast was slightly enlarged. 
Near the nipple there was a rather hard nodule 
which blended with the breast tissue. From an 
opening in the nipple there exuded a purulent 
yellowish material which, when stained by the 
Ziehl-Nielson method, showed tubercle bacilli. 
There was no enlargement of the axillary nodes. 
Amputation of the breast with axillary dissection 
resulted in cure. EucEne T. Leppy, M.D. 


Dahl-Iversen, E.: Intramammary Angioma (L’an 
giome intramammaire). Lyon chir., 1934, XXxxi, 431. 
Cutaneous and subcutaneous angiomata of the 
breast are not unusual, but intramammary angio- 
mata are very rare. Intramammary angiomata may 
be diffuse or encapsulated. They either exist at birth 
or begin in the first few months of life and increase 
progressively, sometimes with stationary periods o/ 
varying length. They are apt to grow very rapidly 
after trauma to the region. 

The author reports a case of intramammary 
angioma in the right breast of a woman twenty-six 
years of age. The patient had never noticed any- 
thing abnormal in the breast until a month before 
she came to the hospital. She had nursed her only 
child for three months and hadfnot noticed any 
difference in the secretion of the two breasts. For 
a month the right breast had been increasing in size 
Otherwise it was normal. There was no retraction 
of the nipple, and the skin was normal, mobile, and 
not adherent to the gland. The gland was not 
adherent to the pectoralis. On closer examination 
and palpation the breast was found to be trans- 
formed into a soft nodular tumor. When the skin 
was stretched over the tumor the latter somewhat 
resembled a bunch of grapes, the nodules being 
about the size of grapes and bluish. 

The tumor was extirpated under chloroform 
anesthesia. It was a diffuse cavernous angioma with 
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newly formed blood vessels both in the center and 
on the periphery and abundant smooth muscle in 
ihe tissue between the cavities. There was a pro- 
longation extending into the axilla. No signs of 
malignancy were observed. 

When angiomata of the breast are small and par- 
ticularly when they are encapsulated, they may be 
extirpated. When they are large and diffuse the 
breast should be removed together with the sur- 
rounding fat and any prolongations of the tumor. If 
the nipple, areola, and skin are normal, they may be 
left intact for esthetic reasons. 

AupREY Goss Morcan, M.D. 


Salto, G., and Salghini, L.: Cystic Fibro- Adenoma 
of the Male Breast (Fibro-adenoma cistico della 
mammella maschile). Rassegna internasz. di clin. e 
lerap., 1934, XV, 530. 


A case of fibro-adenoma in the breast of a man 
aged fifty-three years is reported. The tumor was 
removed and the diagnosis confirmed histologically. 
(he authors review the literature of tumors of the 
male breast and call attention to the difference in 
behavior of tumors of the breast in the male and 
female. Peter A. Rost, M.D. 


Gatta, R.: Senile Involution of the Mammary 
Gland and Cystic Fibrosis (Involuzione senile 
della ghiandola mammaria e fibrosi cistica). Arch. 
ital. di chir., 1934, XXXVi, 529. 

The author reports a study of the mammary glands 
of women from the beginning of the menopause to 
extreme old age. His findings are shown by photo- 
micrographs. He concludes that in senile involution 
of the mammary gland the fibrillary connective tis- 
sue gradually disappears and is replaced by adipose 
tissue. The involution has no fixed limits. It begins 
soon after the menopause and is not complete until 
extreme old age. At all ages the parenchyma shows 
proliferations in addition to regressive changes. The 
proliferations are particularly numerous soon after 
the menopause. 

The dilatations of the alveoli and galactophorus 
ducts which occur after the menopause are to be at- 
tributed to a direct action of the epithelial cells and 
not to a sclerogenous action of the connective tissue. 
They are to be distinguished from stagnation cysts 
which are rare and due to a quite different cause. 
They are very numerous soon after the menopause 
and become fewer with the progress of the involution, 
disappearing entirely when the involution is com- 
plete. 

Clear or eosinophile cells are found in the mam- 
mary gland after the menopause. They are derived 
from the normal cells of the gland and represent the 
final stage of their life. 

The appearance of the mammary gland during 
involution resembles in some respects that of cystic 
fibrosis, but there are differences in the intensity of 
the proliferative processes which make it possible to 
distinguish between the two conditions. 

AuprEY Goss Morean, M.D. 
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Campbell, O. J.: ‘The Relationship Between Cystic 
Disease of the Breast and Carcinoma. 1 rc/ 
Surg., 1934, XXvili, 1001. 

The author classifies cystic disease of the breast 
as follows: 

1. Simple cystic disease, in which epithelial ac 
tivity is limited in degree or altogether absent. 

2. Adenocystic disease, in which epithelial hyper- 
plasia forms a prominent part of the picture or 
dominates it. ‘To designate the degree of hyperplasia, 
the lesions are classified as of Grades 1 and 2. 

Forty-two authors, whose writings were reviewed, 
held the view that cystic disease is a precancerous 
lesion and therefore a menace, while 23 considered it 
a benign lesion with no causal relationship to cancer. 
Most of the former group based their conclusions on 
histological methods of research whereas the latter 
group based their judgment on clinical experience 
and follow-up methods of investigation. ‘The histo- 
logical evidence in favor of the theory that cystic 
disease is a precancerous lesion may be summarized 
as follows: 

1. Cystic disease is frequently found in association 
with carcinoma. 

2. Various gradations of epithelial proliferation 
in cystic disease may give the impression that there 
is a progressive evolution into carcinoma. 

3. Tissue removed from breasts containing cystic 
disease frequently presents histological pictures 
which may be interpreted as representing early 
carcinoma. 

Campbell states that in the use of histological 
methods alone contradictory interpretations may 
be made of the same microscopic picture. ‘The lack 
of generally accepted diagnostic criteria for the dif- 
ferentiation of benign from malignant hyperplasia 
has resulted in the widest range of interpretations 
and probably explains the high incidence of malig- 
nancy in cystic disease reported by some observers. 

The author believes that the behavior of the lesion 
over a period of years is a more accurate index of its 
nature than its histological appearance. Therefore 
his researches were directed along clinical as well as 
histological lines. 

The conclusions presented are based on a study of 
290 proved cases of cystic disease which were treated 
surgically. Of 233 which were treated by local ex- 
cision, the condition was graded as simple cystic 
disease in 82 per cent, as adenocystic disease of 
Grade 1 in 12.4 per cent, and as adenocystic disease 
of Grade 2 in 5.6 per cent. Of 57 cases which were 
treated by simple amputation, the condition was 
graded as simple cystic disease in 73.7 per cent, as 
adenocystic disease of Grade 1 in 14 per cent, and as 
adenocystic disease of Grade 2 in 12.3 per cent. 

The author’s conclusions and recommendations 
may be summarized as follows: 

1. Cystic disease is not a precancerous lesion, the 
incidence of carcinoma following this condition being 
no higher than in normal breasts. The adenocystic 
form is no more dangerous than the simple cystic 
form. 
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2. Exploratory incision and frozen section fol- 
lowed by local excision and occasionally by ampu- 
tation are recommended as affording maximum 
protection to the patient with minimal anatomical 
and functional loss. 

3. All single solid tumors in women over twenty- 
five years of age should be removed for diagnosis. 

4. Single small localized lesions, even though 
clinically characteristic of cystic disease, are better 
examined by biopsy. Before the age of twenty-five 
years malignant tumors are so rare that in the ab- 
sence of clinical signs of malignancy there is no need 
for operation or operation may be delayed. 

5. While the presence of multiple tumors in one 
or both breasts is strong evidence that the process is 
benign, it is best to remove one or more of the most 
suspicious lesions if carcinoma is suspected clinically. 

6. Cysts sufficiently large to be recognized clin- 
ically or by transillumination strongly indicate be- 
nignancy. However, because of a number of reported 
cases in which carcinoma developed in the wall or in 
the immediate neighborhood of a cyst, excision of 
cysts of the single type is advisable. When the cysts 
are multiple, the risk involved does not warrant an 
extensive procedure or removal of the breast. 

7. For cases of the diffuse form of cystic disease, 
the shotty or nodular breast, in which the greater 
part of one or both breasts is involved, close observa- 
tion rather than operation is recommended. When 
one area in a diffuse process stands out more promi- 
nently or an area develops and becomes more 
prominent while the patient is under observation, 
exploratory operation and biopsy are indicated. The 
remainder of the breast is of no aid in the determina- 
tion of the nature of the newly developing portion. 

8. Bleeding from the nipple demands determina- 
tion of the source of the blood and removal of the 
involved portion of the breast for diagnosis. In 
over 50 per cent of such cases the condition is benign. 
When the sources of bleeding are multiple, removal of 
the breast may be necessary. 

9. In the application of the principles mentioned, 
the age of the patient must be taken into considera- 
tion. In the cases of older women the period of func- 
tion is past, the loss of the breast is of less impor- 
tance, and the risk of cancer is greater. Therefore 
simple amputation is often justified, whereas in the 
cases of younger women local excision and biopsy 
may be the procedure of choice. 

ro. There can be no compromise with the dictum 
that radical operation should be done in all cases in 
which histological examination leaves the expe- 
rienced pathologist in doubt. 

The article has an extensive bibliography. 

Artuur S. W. Tourorr, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Moolten, S. E.: Hodgkin’s Disease of the Lung. 
Am. J. Cancer, 1934, Xxi, 253. 


Moolten bases his interpretation of Hodgkin’s dis- 
ease on the morphogenesis of pulmonary lesions. 


The morphological comparison of Hodgkin’s disease 
in the lung with certain infectious granulomata of 
known etiology, e.g., tuberculosis and actinomycosis, 
on the one hand, and tumors, including lymphosar- 
coma, on the other, provides a method of clarifying 
the position of Hodgkin’s disease. 

Examination of eight cases, which are reported in 
detail, led Moolten to accept the theory that Hodg- 
kin’s disease is a primary inflammatory reaction of a 
granulomatous character rather than a neoplasm. 
He states that the lesion in the lung appears to per- 
meate with ease such resistant structures as the 
walls of arteries and such delicate structures as the 
walls of alveoli. In both cases the direct result is, not 
mechanical compression and destruction, but uni- 
form infiltration. The underlying framework is 
largely preserved. These observations support the 
theory that the spread of the disease is brought 
about by the diffusion of a virus or toxin which 
stimulates the proliferation of autochthonous mesen- 
chymal elements. On the same basis it is possible to 
account for the numerous lesions of an entirely non- 
specific character existing side by side with well- 
defined specific lesions, which consist of catarrhal 
pneumonia and fibrinous exudate. The ultimate fate 
of such lesions is transformation into scar tissue. 

Another indication of the inflammatory charac- 
ter of the disease is its behavior toward bronchial and 
alveolar epithelium. In contrast to neoplastic infil- 
trations, which tend to ulcerate, the lesions of Hodg- 
kin’s disease are characterized by their tendency to 
conserve or to stimulate the infiltrated bronchi. A 
similar tendency in relation to the alveoli is noted. 
In the exudative phase of the disease the epithelial 
cells which line the infiltrated alveolar septa prolifer- 
ate in large numbers and are shed into the lumen. 
They appear as mononuclear and multinuclear pha- 
gocytic cells with a foamy cytoplasm, and are similar 
to those seen in various types of pneumonia and in 
tuberculous and actinomycotic lesions of the lung. 

Despite the fact that the identity of the virus of 
Hodgkin’s disease is not known, it is possible to sur- 
mise a few general features of its pathogenic nature 
from a comparative study of other granulomatous 
diseases such as tuberculosis and actinomycosis. All 
three diseases show varying degrees of productive 
and exudative response as well as necrosis and sup- 
puration. In pulmonary tuberculosis and Hodgkin's 
disease the lesion is confined predominantly to the 
lung and lymph nodes. In actinomycosis the lymph 
nodes are rarely involved. 

In Hodgkin’s disease of the lung, as in tuberculosis 
and actinomycosis, the lesion seldom remains con- 
fined to the interstitial tissues but is complicated by 
a varying degree of parenchymatous involvement 
which may be characterized as a granulomatous or 
lobular pneumonia. 

In all three diseases there is a specific bronchitis 
with catarrhal, ulcerative, cicatricial, and oblitera- 
tive changes. Vascular lesions are also observed and, 
especially in the case of veins, are important foci of 
dissemination, from which a miliary tuberculosis, 
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actinomycosis, or lymphogranulomatosis may de- 
velop. J. Danret Wittens, M.D. 


Bonniot, A., and Foix, J.: The Rational Indications 
for Phrenicectomy (Essai sur les indications ra- 
tionelles de la phrénicectomie). Arch. méd.-chir. de 
Vappar. respir., 1934, ix, 81. 

Collapse therapy has been used in cases of pul- 
monary tuberculosis for about thirty years. In this 
extensive article the authors have attempted to cor- 
relate the physiological facts concerning diaphrag- 
matic movement and innervation with the clinical 
problems involved in resection of the phrenic nerve. 
Chey have included a large amount of statistical 
material as well as eight graphs showing the course 
of pulmonary tuberculosis treated by phrenicectomy. 

Except in rare instances the direct and constant 
result of the operation is immediate and complete 
paralysis of one-half of the diaphragm with atrophy 
of the muscle. The permanence of the result de- 
pends to a great extent upon the length of the nerve 
segment excised. It is greatest when the segment ex- 
ceeds 10 cm. The rise of the diaphragm is a good 
index of the result, but benefit may occur without 
an appreciable rise. 

Figures are given for the increase of the pulse and 
respiratory rates, the diminution of the inspired air, 
the increase of blood circulating in the lung, and the 
compensatory phenomena after phrenicectomy. 

The resection is followed by immediate partial 
collapse of the healthy lobes due to their elasticity 
and a progressive collapse of the infected lobe due 
to retractibility made possible by the lessening of 
the elastic tension of the normal lobes. 

Of eighty-eight patients followed for three years, 
good results were obtained in 39 per cent and un- 
favorable or no results in 34 per cent. 

Marsu W. Poote, M.D. 


Longuet, Y. J., and Launay, C.: Abdominal Com- 


plications of Phrenicectomy (Complications 
abdominales de la phrénicectomie). Arch. méd.- 


chir. de V'appar. res pir., 1934, iX, 157. 


It is reasonable to expect disturbances of visceral 
function after phrenicectomy because of the tremen- 
dous rise of the diaphragm on the affected side. 

When the resection is done on the left side it may 
be followed by epigastric pain, vomiting, precordial 
pain, or tachycardia, and at the time of the opera- 
tion irregularity of the pulse and syncope may 
occur. The most logical explanation of these 
phenomena is that branches of the intercostal 
nerves anastomosing with the terminal branches of 
the phrenic nerve are injured. 

Other possible sequele of phrenicectomy are 
gastric and intestinal pain, indigestion, constipation, 
diarrhoea, difficulty in swallowing, duodenal steno- 
sis, and pseudo-appendicitis. 

A careful study of the patient before phrenicec- 
tomy is done may show that in some cases the oper- 
ation is contra-indicated by cardiac displacement, 
gastric ulcer, or poor tonus. 
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Proper regulation of the diet may correct the 

symptoms if they are not severe, but occasionally 

abdominal surgery is necessary. 

Marsu W. Pootr, M.D. 


Bonaccorsi, A.: An Experimental Contribution to 
the Study of Aseptic Emboli in the Phrenicec- 
tomized and the Contralateral Lung (Con 
tributo sperimentale allo studio dell’embolia asettica 
nel polmone frenicectomizzato ed in quello con- 
trolaterale). Arch. ital. di chir., 1934, xxxvi, 445. 


Bonaccorsi reports an investigation of the ana- 
tomical, functional, and roentgenological results of 
phrenicectomy and the relationship of the operation 
to the localization and pathology of embolic proc- 
esses. In experiments on ten dogs a unilateral phren- 
icectomy was done and at various intervals there- 
after an intravenous injection of bismuth salicylate 
in liquid vaseline was made in the territory of either 
the inferior or the superior vena cava. The dogs 
were killed at intervals of from two to sixty days 
after the injection. 

With regard to the rise and mobility of the dia- 
phragm after the phrenicectomy the results varied 
as the diaphragm on the side operated upon slowly 
descended and regained a degree of mobility, thus 
attaining functional stability after a certain inter- 
val. The loss of tone and partial atrophy of the dia- 
phragm connoted definite circulatory, lymphatic, 
and neurotrophic changes in the lung. 

The site of origin of the embolus had no influ- 
ence on the localization, diffusion, or gravity of the 
embolic process. Emboli were more numerous and 
the lesions following infarction more severe in the 
phrenicectomized lung. 

The results of the embolic process produced by the 
suspension of bismuth in oil were varied and com- 
plex, being characterized not only by hemorrhagic 
infarcts but also by necrobiotic foci. This is impor- 
tant in view of the great difficulty of producing 
ischaemic necrosis of the lung by means of emboli 
and demonstrates that, in addition to the embolic 
phenomena, there were changes in the vascular 
endothelium which permitted diffusion of the bis- 
muth and thus were responsible for the necrosis. 
Hemorrhagic infarcts were more in evidence in the 
early stages. Later they disappeared, leaving areas 
of emphysema. In addition, there were small foci of 
bronchopneumonia, minute abscesses, more or less 
extensive atelectasis, and zones of sclerosis contain- 
ing pseudo-adenomatous formations. Fibrosis was 
more marked in the phrenicectomized lung. 

The experiments are reported in detail, and the 
article includes photomicrographs, roentgenograms, 
and a bibliography. M. E. Morse, M.D. 


Coryllos, P. N.: One Hundred and Seventy Cases 
of Thoracoplasty (307 Operations) for Pul- 
monary Tuberculosis Operated on from 1931 
to 1933. J. Thoracic Surg., 1934, ili, 441. 


Coryllos believes that when, in cases of pulmonary 
tuberculosis, a reasonably long bed rest has proved 
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that true cavities are present in the lungs and the 
cavities are located strictly in the apex, the treat- 
ment of choice is apical thoracoplasty. No other 
procedure is as likely to give such a high percentage 
of cures or to effect a cure in such a short space of 
time. In cases of more extensive lesions, pneumo- 
thorax supplemented, when necessary, by pneu- 
molysis, is preferable because of the high mortality 
and the deformity resulting from thoracoplasty in 
such advanced cases. 

Following a detailed description of his technique 
for thoracoplasty, the author discusses the post- 
operative management, accidents and complications, 
air embolism, aspiration pneumonia, bronchopneu- 
monia, wound infection, spread of the disease 
(autotuberculinization), hamoptysis, spontaneous 
pneumothorax, kinking of the bronchi, compression 
of large veins and the right heart, bronchiectasis, 
injury of the brachial plexus, failure to collapse 
cavities, persistence of a positive sputum, and post- 
operative deformities. 

He emphasizes that in pulmonary tuberculosis it 
is not the size of the lesion but its nature which is 
the important element in the prognosis and in the 
choice of procedure and the time of operation. 

In the 170 cases reviewed a cure was obtainedfin 
more than 80 per cent and the operative mortality 
was almost nil. 

The principal causes of postoperative death are 
anoxemia, bronchial obstruction, and wound 
infection. 

In conclusion the author emphasizes the necessity 
for close cooperation between phthisiologists and 
thoracic surgeons. J. Dantet Wittens, M.D. 


Ascoli, M., and Grasso, R.: Clinicostatistical and 
Experimental Studies of Lung Abscesses (Studi 
clinico-statistici e sperimentali sulle suppurazioni del 
polmone). Policlin., Rome, 1934, xli, sez. chir. 289. 

The authors report a study of 194 cases of ab- 
scesses and gangrene of the lungs. They state that 
there is no definite boundary line between the two 
conditions as all degrees of transition from the one 
to the other are found. 

The most frequent cause of pulmonary abscess is 
lobar or lobular pneumonia. Of the cases reviewed, 
the abscess was due to this condition in 78.2 per cent. 
In ro.r per cent it followed an operation; in 2 per 
cent it was secondary to a subphrenic abscess; in 
6.2 per cent it was primary in the lung; and in 1.4 
per cent it was caused by a foreign body. The au- 
thors believe that some of the abscesses classified as 
primary developed from bronchiectasis. Bronchi- 
ectasis is one of the most frequent causes of multiple 
abscesses. 

By many, postoperative pulmonary abscesses are 
attributed to emboli. Experiments performed by 
the authors on rabbits seemed to show that the lung 
infection is caused by bacteria commonly found in 
the mouth and pharynx. When tracheo-cesophageal 
fistulee were established in the experimental animals, 
lung complications developed quickly in every 





instance and the bacteria found in the pulmonary 
exudates were the same as those in the pharynx. 

Of the cases reviewed by the authors, the diag- 
nosis was made during life in gt per cent. Roentgen 
examination is a valuable diagnostic aid. Of 94 cases 
in which the results of roentgen examination were 
recorded, 17 showed a simple shadow, 5 a cavity 
with well-defined margins and a fluid level, and 72 a 
cavity containing fluid and air and infiltration of the 
parenchyma around the abscess. In all of the last 
group conservative treatment failed and operation 
was necessary. The prognosis is more favorable 
when the parenchyma around the abscess cavity is 
not very greatly changed. 

In the reviewed cases which were treated within 
the first six months of the condition the mortality 
was 33.7 per cent, and in those treated later it was 
61.3 per cent. Conservative medical treatment 
gives good results only in cases of acute central 
abscess opening into a large bronchus in which drain- 
age is good and it is possible that recovery might 
occur spontaneously. Chronic abscesses cannot be 
cured by conservative treatment or by indirect 
surgical procedures such as the induction of pneumo- 
thorax and other collapse methods. In cases in 
which recovery has not resulted after from eight to 
twelve weeks surgical incision and drainage are in- 
dicated. This treatment should be carried out by 
the modern method of Sauerbruch and his school 
with pneumolysis and parafiin filling. At least 3 ribs 
should be resected for a distance of from 10 to 15 cm. 
to permit partial collapse of the chest wall, This is 
a very serious operation with a mortality of about 
50 per cent, but it offers the only chance of cure in 
chronic cases. 

In cases of multiple abscesses that cannot be 
drained by incision, resection of the lung has been 
performed. While the authors have had no experi- 
ence with this method, they think it may give 
results better than those obtained heretofore in 
chronic abscess of the lung. 

Aubrey Goss Morcan, M.D. 


Young, A.: Primary Carcinoma of the Lung. -Ann. 
Surg., 1934, C, I. 

The author reports a case of primary carcinoma 
of the upper lobe of the left lung which he treated 
successfully by lobectomy. Today, two years after 
the operation, the patient is well. 

The trap-door thoracotomy proved successful in 
every way. It gave excellent exposure and utmost 
freedom to the operative technique of removal. 
Young believes that, when practicable, individual 
ligation of entering arteries and returning veins is 
preferable to mass ligation of the stump as prac- 
ticed by many surgeons. He doubts that it neces- 
sarily adds materially to the time required for the 
performance of the operation. The chief difficulty 
seems to arise in effective closure of the bronchus. 
This can readily enough be overcome by leaving a 
small portion of lung tissue and suturing it over the 
crushed, ligated, and inverted bronchial stump. 
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In the case reported the author removed the left 
eighth rib for -drainage three weeks after the 
lobectomy. A month later he performed a thoraco- 
plasty because of persistence of the drainage. Fol- 
lowing the third operation there were no untoward 
effects. The patient left the hospital three months 
after the first operation. Eart O. Latmer, M.D. 


HEART AND PERICARDIUM 


De Quervain, F., and Schuepbach, A.: Cicatricial 
Pericarditis and Its Surgical Treatment (Ueber 
schwielige Perikarditis und ihre chirurgische Be- 
handlung). Schweiz. med. Wehnschr., 1934, i, 93. 


A sharp distinction must be made between con- 
cretio or synechia of the pericardium, which is a 
partial or total adhesion of the two leaves of the 
pericardium, and accretio, which is an adherence of 
the parietal leaf of the pericardium to neighboring 
structures. There is often a marked discrepancy 
between the anatomical findings and the functional 
disturbances. Therefore, in addition to the anatom- 
ical lesion, there must be other factors in the devel- 
opment of the condition. These may perhaps be the 
localization of the adhesions, their density, and their 
tendency to contract. 

In cicatricial pericarditis there is always a severe 
disturbance of the circulation. In discussing the 
mechanism of this disturbance the author states 
that the capacity of the right auricle is greatly re- 
duced by the walling in of the heart and this reduc- 
tion causes congestion of the right heart. The con- 
gestion is further increased by constriction of the 
vene cave at the point where they penetrate the 
pericardium. Thus the amount of blood thrown 
into the general circulation by each heart beat is 
diminished and there results the thready, small 
pulse characteristic of cicatricial pericarditis. The 
congestion leads to marked enlargement of the liver 
with early ascites and congestion in every venous 
region. It is not unusual to find congestion also in 
the lesser circulatory system. In the young patient 
growth is very often markedly retarded and genital 
hypoplasia is a common finding. 

In the diagnosis of concretio the most important 
symptom is the severe congestive phenomena with- 
out explanatory cardiac findings. Other important 
findings are absence of the ‘“‘apex push’”’ and of 
communicated vibration of the chest wall over the 
region of the heart. Fluoroscopic demonstration of 
restriction of movement of the cardiac contour sup- 
ports the diagnosis, but pericardial effusion must 
first be excluded. The diagnosis of cicatricial peri- 
carditis is usually not difficult if there is no or only 
slight enlargement of the heart. When myocardial 
injury and heart failure are present in addition, the 
diagnosis is extremely difficult, if not impossible. 
For the diagnosis of accretio, retraction of the apex 
region during systole with protrusion of this region 
during diastole was formerly considered necessary, 
but the importance of these signs was probably 
overestimated. Of much greater importance is the 
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demonstration of pleuropericardial and other adhe 
sions. The displacement of the heart with changes of 
posture should always be determined by percussion 
and before the fluoroscopic screen. Roentgen kym- 
ography is an especially valuable aid in the roent- 
genological diagnosis especially of cicatricial peri- 
carditis. It not only permits a qualitative diagnosis, 
but assists considerably in the localization of the 
most important adhesions. The electrocardiogram 
does not seem to be of special aid in the recognition 
of cicatricial pericarditis, but is of value for estima- 
tion of the condition of the myocardium particularly 
when surgical intervention is considered. 

In the majority of cases cicatricial pericarditis 
appears to be due to a polyserositis, usually of a 
tuberculous nature, in which the pericardial involve- 
ment is often so slight at first that it may be over- 
looked. Infectious rheumatic disease is of much less 
importance than tuberculosis in the causation of the 
condition. Cicatricial pericarditis occurs most fre- 
quently in children and adolescents. 

Because of the mechanical cause of the severe 
circulatory disturbances, medical treatment of the 
heart is useless. Diuretics and paracentesis have 
only a temporary effect. The only possible pro- 
cedure is operative treatment—pericardiolysis or 
pericardiectomy. 

Of the numerous incisions, the Fontane-Kocher 
incision for exposure of the heart appears best. 
This passes down near the left border of the sternum 
from the level of the second costal cartilage to the 
attachment of the sixth costal cartilage and then 
turns to the left, paralleling the latter. When the 
pericardium has been thus exposed the surgeon must 
determine quickly whether the heart beats freely 
or if its labor is still difficult and weak. In the 
latter case a portion of the pericardium must be 
excised. In the excision it is most important for 
the knife to be carried into the proper stratum, i.e., 
the stratum of somewhat looser tissue representing 
the former pericardial cavity. Particularly over the 
left ventricle the incision must be carried deeply 
until the surgeon is certain that the heart muscle 
itself has been reached. Pericardioplasty is to be 


rejected. 
In conclusion the author reports seven cases in 
detail. ZWERc (Z). 


Flick, J. B., and Gibbon, J. H., Jr.: Pericardiectomy 
for Advanced Pick’s Disease. Arch. Surg., 1934, 
XXIX, 120. 

The authors report a case of advanced Pick’s 
disease in a boy twelve years of age. When the 
patient was three years old he developed a mass in 
the side of his neck from which pus was evacuated 
on incision. When he was seven years of age he 
became easily fatigued and his abdomen increased 
in size. At the age of ten, ascites became marked, 
the veins of the neck, arms, and abdomen were 
prominent, and a diagnosis of cirrhosis of the liver 
was made. Frequent abdominal tappings became 
necessary. At laparotomy in August, 1931, a typical, 
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thick, sugar-icing coating of the liver was found. On 
October 14, 1932, a diagnosis of Pick’s disease was 
made. On November:21, 1932, pericardiectomy 
was done. The left third, fourth, fifth, sixth, and 
seventh costal cartilages and a portion of the left 
side of the sternum from the third to the sixth ribs 
were removed. The pericardium was found to be 
remarkably thickened and to contain calcareous 
plaques. Its anterior surface was resected, the left 
side being removed first, and a V-shaped strip was 
removed from the thickened diaphragmatic peri- 
cardium. Nine days after the operation the venous 
pressure was 17 cm. of water, but on the twentieth 
day it rose to 25 cm., slightly above the pre-opera- 
tive level. The patient died January 6, 1933. 

At autopsy no evidence of obstruction of the 
superior or inferior vena cava could be demonstrated. 
The epicardium was found thickened and calcified. 
It could be stripped with comparative ease from the 
surface of the cardiac ventricle, from which it was 
separated by a layer of fat. 

In commenting on this case the authors state that 
in children the persistent formation of ascitic fluid 
and dependent cedema in the absence of obvious 
cardiac disease or impairment of renal function is 
highly suggestive of Pick’s disease. The diagnosis is 
corroborated by low arterial and high venous pres- 
sures in the absence of valvular lesions. 

In the case reported there was no evidence of 
tuberculosis or rheumatism, the etiology being 
therefore obscure. The authors ascribe the failure of 
the operation to the presence of the thickened calci- 
fied epicardium which was not removed. Two years 
before the operation the serum protein was 3.03 
per cent and the albumin 2.14 per cent. The authors 
attribute these low values to malnutrition and 
believe that a low serum protein may be a factor in 
the production of edema and ascites. 

AtToN OcusneEr, M.D. 


Sutton, L. P.: Paracentesis of the Pericardium as a 
Therapeutic Measure. Am. J. Dis. Child., 1934, 
xlviii, 44. 

On account of the relative fixation of the heart by 
the aorta and superior and inferior vene cave an in- 
crease in the amount of pericardial fluid causes the 
pericardium to be distended in a posterior direction. 
rhe heart lies anteriorly and may produce an ante- 
rior friction rub even when very great pericardial 
effusion has occurred. As distention of the pericar- 
dial sac takes place, definite physical changes may 
be noted at the left base, namely, an area of flatness 
below the angle of the left scapula, bronchial breath- 
ing in the same area, and bronchophony or egophony. 

For the withdrawal of a pericardial effusion the 
author advocates the sitting posterior approach. He 
inserts a 1o-cm. large-gauge needle through the 
sixth, seventh, or eighth interspace posteriorly, at 
about the center of the area of bronchophony and 
bronchial breathing. A large-caliber needle is neces- 
sary as the fluid is usually thick and frequently 
bloody, and it coagulates readily. Eleven cases with 


definite improvement in the symptoms after each 
puncture are reported. In two cases the puncture 
wounds in the pericardial sac were checked at 
autopsy. This fact and the decrease in the pericar- 
dial shadow noted on fluoroscopic examination 
proved definitely that the pericardium and not the 
pleural cavity was aspirated. 

The author states that the increase in the pericar- 
dial fluid is accompanied by a gradual rise in the 
blood pressure which is followed by a rapid fall ter- 
minating fatally. Pericardial paracentesis should 
therefore be performed before the blood pressure 
begins to fall. G. Dantet Detprat, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Keefer, C. S.: The Pleural and Pulmonary Compli- 
cations of Carcinoma of the (Esophagus. Av. 
Int. Med., 1934, viii, 72. 


Carcinoma of the cesophagus may suggest a 
chronic pleural or pulmonary infection. This is 
usually the result of a perforation of the oesophagus 
into the trachea, bronchi, mediastinum, lung, or 
pleura. In some cases food or fluid is aspirated into 
the air passages because of obstruction of the cesoph- 
agus, or a necrotic lymph node, the site of metastases, 
perforates into both the lung and the cesophagus, 
producing a fistula. In other cases, the trachea or 
bronchi may be obstructed by invasion of the tumor 
growth or by the pressure of enlarged lymph nodes 
which are the site of metastases. Under such cir- 
cumstances the complications of tracheobronchial 
stenosis arise. Squamous-cell carcinoma of the 
cesophagus frequently ulcerates and causes perfora- 
tion. Adenocarcinoma of the cesophagus ulcerates 
less often and produces obstructive symptoms 
earlier. 

The author reports seventeen cases of carcinoma 
of the cesophagus in which pleural or pulmonary 
complications were the outstanding features of the 
disease. He states that the symptoms and signs 
caused by these complications may completely domi- 
nate the clinical picture and overshadow the symp- 
toms of the primary lesion. 

Earv O. Latimer, M.D. 


Pfahler, G. E.: The Roentgen Diagnosis of Medi- 
astinal Tumors and Their Differentiation. 41. 
J. Roentgenol., 1934, xxxi, 458. 


This article is based on a review of 219 cases of 
abnormal mediastinal shadows which were believed 
to indicate tumor. The various factors to be de- 
termined in the diagnosis of mediastinal tumor are 
discussed and 3 cases of such tumors are reported 
with 9 roentgenograms. 

The following conditions are considered: sub- 
sternal thyroid, enlarged thymus, benign mediastinal 
tumors, dermoid cysts, diverticula of the peri- 
cardium, lipomata, fibromata, neuromata, aneurisms, 
primary malignant tumors (Haagensen’s classifica- 
tion), metastatic malignant mediastinal tumors, 
small and large round-cell lymphosarcomata, 
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Hodgkin’s disease (malignant lymphogranuloma), 
leukemic lymphoma, leucosarcomatosis, carcino- 
mata, tuberculous and syphilitic lymphomata, ac- 
tinomycosis, and mycosis fungoides. The author 
draws the following conclusions: 

1. Roentgen examination yields the most im- 
portant, but not the only, evidence of mediastinal 
tumor. 

2. For differentiation, the most thorough roent- 
genoscopic and roentgenographic study is necessary. 

3. In doubtful cases a re-study made at a later 
late to note changes will be helpful. 

4. Tumors of the lymphatic type and, to a lesser 
‘xtent, carcinomata tend to disappear under irradia- 
tion. This fact serves to differentiate them from 
benign tumors and from aneurisms. 

Cart R. STEINKE, M.D. 


Hammarskjéld, B.: A Contribution to the Knowl- 
edge of Teratomata and Dermoids in the An- 
terior Mediastinum. Acta radiol., 1934, xv, 210. 


The author reports two cases of mediastinal ter- 
automa in which a roentgen examination was made. 
In the first case, that of a man twenty-two years of 
ige, there were metastases of chorionepithelioma in 
the lungs and brain. In the second case, that of a 
man twenty-eight years old, the diagnosis was made 
at roentgen examination chiefly on the basis of ex- 
perience gained in the first case. 

The genesis and roentgenological diagnosis of tera- 
tomata are discussed. The author accepts Budde’s 
modification of the theory of Dangschat and Bonnet, 
believing that the teratoma is not a twin structure 
but originates from blastomeres recently detached 
from the primitive intestinal cavity. This theory 
explains the occurrence of chorionepithelioma tis- 
sue in the first case he reports. As the blastomere is 
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multipotent before differentiation into the three ger 
minal layers, it can give rise to any conceivable type 
of tissue. 

With regard to the roentgen diagnosis, the author 
states that it is a mistake to place dermoid cysts and 
solid teratomata in the same class as the roentgen 
picture is extremely variable and only the dermoids 
are definitely characterized by sharply outlined, 
smoothly rounded areas of density. 


MISCELLANEOUS 


Ehrlich, W., Ballon, H. C., and Graham, E. A.: 
Superior Vena Caval Obstruction, with a Con- 
sideration of the Possible Relief of Symptoms 
by Mediastinal Decompression. J. Thoracic 
Surg., 1934, ili, 352. 

Following a review of the literature on obstruc- 
tion of the superior vena cava, a condition which is 
by no means rare, the authors report two cases of 
their own, in one of which the obstruction was due to 
a primary teratoma of the testis and in the other to 
Hodgkin’s disease. 

In the first case microscopic examination after 
autopsy showed complete occlusion of the superior 
vena cava by a thrombus and tumor tissue. Deep 
X-ray therapy and aspirations of large quantities 
of fluid from the pleural cavities had been of little 
avail. 

In the second case, unsuccessful X-ray therapy 
was followed by an operation for mediastinal decom- 
pression which consisted in removing the right fourth 
and fifth costal cartilages and through this opening 
freeing the tumor in several directions and lifting it 
forward. After the operation the patient was prac- 
tically free from the symptoms of vena caval ob- 
struction. J. DanteL WitteMs, M.D. 





SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 

Budde, W.: Early Operation for Pneumococcus 
Peritonitis (Ueber die Fruehoperation der Pneu- 
mokokkenperitonitis). Arch. f. klin. Chir., 1933, 
clxxviii, 308. 

The genesis of pneumococcus peritonitis is not 
uniform. The condition may originate from a cir- 
cumscribed focus (genital tract or appendix), but 
there is also a so-called erytogenetic form in children 
which differs from the former in its pathogenetic 
and therapeutic aspects as the locally circumscribed 
focus and the certainty of repeated escapes of in- 
fectious material therefrom necessitate different 
treatment. 

The pneumococcus peritonitis of children occurs 
more frequently in girls than in boys. It develops 
suddenly with high fever, severe abdominal pains, 
and vomiting. Diarrhoea occurs nearly always at 
the beginning of the condition or soon thereafter. 
The child is apathetic and pale. Breathing is of the 
accelerated, superficial, costal type, and the pulse is 
small and markedly accelerated. Herpes labialis is 
often present. The abdomen is not so board-like 
and hard as in perforation peritonitis, but is every- 
where tender to pressure and tympanitic and has a 
doughy-soft resistance. The severity of the tender- 
ness to pressure and the tension varies considerably 
at short intervals. The blood shows a high leuco- 
cytosis with displacement to the left. In the early 
stages the general condition presents the picture of a 
severe disease of a septic character with threatening 
general symptoms. The abdominal facies is absent, 
but this is not a favorable sign as the abdominal 
facies is due, not to peritonitis, but to intestinal 
paralysis, and in pneumococcus peritonitis the gut is 
not paralyzed primarily. 

If the disease does not end fatally with the most 
severe septic symptoms the high fever sinks by 
lysis after a few days and at the same time the other 
symptoms become milder. The stage of primary 
shock lasts two or three days. The second or inter- 
mediate stage of diffuse peritonitis varies in duration. 
It is terminated by the onset of the third stage, in 
which there is formed a more or less large encap- 
sulated abdominal abscess or, in mild cases, the 
peritonitic exudate becomes absorbed spontaneously. 
When an abscess is formed the temperature usually 
rises again in the form of remissions and a striking 
inanition-like general condition of prolonged dura- 
tion (cachectic stage) results. If the patient is then 
left to himself spontaneous perforation of the 
abdominal empyema may result. As the abscess is 
usually located in the umbilical region or below this 
region with slight deviation to the right or, less 
frequently, to the left, the perforation usually 
occurs at the umbilicus. However, it may occur 


also into the intestine. If there is no opening and no 
perforation, the cachexia increases and may ter- 
minate in death. With a decrease in the power of 
resistance other localizations of the pneumococcus 
infection may result. As a rule the disease runs 
through all the three stages, but in some cases one 
or another stage is abortive. 

Opinions still differ as to the portal of entry of the 
infection. It is possible that the peritoneal infection 
is caused by excitants which, in the presence of an 
enteric infection of the lower part of the ileum, 
enter the abdominal cavity from the intestinal 
lumen through the intestinal wall. Almost always 
there is diarrhoea with the passage of a thin, fre- 
quently blackish-green, and usually foul-smelling 
fluid. At operation in the first or second stage the 
lower coils of the ileum and the parietal peritoneum 
show marked reddening. In spite of the enterogenic 
theory of the development of the condition, the 
genital route of infection cannot be left out of con- 
sideration. The possibility of a vulvitis produced by 
pneumococci must be borne in mind. The lymphatic 
and blood routes must also be considered. As a rule 
the peritoneum is to be regarded as the site of the 
primary localization because, in a large number of 
cases, the presence of a pneumococcus infection of 
the respiratory passages has not been demonstrated. 
Therefore pneumococcus peritonitis may be con- 
sidered a general pneumococcus infection with its 
primary localization predominantly, but not ex- 
clusively, in the peritoneum. There may be also a 
secondary localization of the infection, a true 
metastasis. Organs which are known to be frequent 
sites of pneumococcus infections are always affected, 
viz., the middle ear, the lung, and the pleura. 
Reversely, the peritoneum may become affected 
metastatically from a primary focus in the lungs. In 
cases in which the first two stages of a typical 
pneumococcus peritonitis have been survived with- 
out operation it is rare that the stage of encapsula- 
tion is not reached. The author reports a case of his 
own and another case in which encapsulation oc- 
curred in spite of early operation which was done 
because of an incorrect diagnosis. 

Budde’s last seven cases were those of girls ranging 
in age from three to eleven years. Four were cor- 
rectly diagnosed and treated conservatively. In 
three, operation was done in the stage of abscess and 
was followed by recovery. In the fourth case encap- 
sulation did not occur. In three other cases the 
diagnosis was not made. One girl died after an 
exploratory laparotomy on the first day. The two 
others, who were operated upon on the fourth day, 
recovered. 

Pure aérobe exudates, including pneumococcus 
pus, do not cause intestinal paralysis beginning in 
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the ganglia of the intestinal wall. When intestinal 
paralysis occurs in the presence of such exudates it 
is the end-result of paralysis of the vasomotor center. 
Primary paralysis of the gut occurs with abundant 
anaérobic exudates and therefore in perforation 
peritonitis. The presence of aérobic protective and 
non-paralyzing exudates in the abdominal cavity is 
therefore not a definite indication for early opera- 
tion. In order to determine whether a mixed in- 
fection is present in typical pneumococcus peritoni- 
tis, anaérobic cultures should also be made when 
foul-smelling pus is found. As there is a peritonitic 
exudate which does not primarily possess the 
properties of paralyzing the gut but, on the con- 
trary, contains protective substances which are 
important to overcome the infection and limit it 
to a locally circumscribed process, early operation 
does not come up for consideration, at least not in the 
stage of the primary shock. Everything must be 
done to prevent further injury to the embarrassed 
circulation. Therefore, when the diagnosis is made 
with certainty in the first stage, most surgeons avoid 
operation. In doubtful cases, however, an explora- 
tory laparotomy must be done. Exploratory punc- 
ture and blood cultures do not always give definite 
indications. Of most importance is clinical expe- 
rience. Drainage should be avoided also in explora- 
tory laparotomy. 

Recently, polyvalent specific sera have been made. 
Their use in large doses seems to have a favorable 
effect, but in the stage of shock is associated with 
the danger of serum disease and additional anaphy- 
lactic shock. Optochin has been especially recom- 
mended. Ertcu Hempet (Z). 


GASTRO-INTESTINAL TRACT 


Wallace, H. L., and Wevill, L. B.: Congenital Hy- 
pertrophic Stenosis of the Pylorus. Brit. M. J/., 
1934, i, 1153. 

An analysis was made of 145 cases of congenital 
hypertrophic stenosis of the pylorus treated at the 
Roval Edinburgh Hospital for Sick Children during 
the twelve-year period from 1922 to 1933 inclusive. 
In every case the diagnosis was confirmed at opera- 
tion. 

The ratio of males to females was 6.25:1. Fifty per 
cent of the patients were first children. The birth 
weight of the infants was somewhat higher than the 
normal average for males. The first symptom in the 
majority of cases was vomiting. This began after an 
average period of three weeks. Visible gastric peri- 
stalsis was an almost constant sign, whereas a pal- 
pable tumor in the pyloric region was noted before 
operation in only 24.1 per cent of the cases. 

The operative mortality was 24.8 per cent. There 
was no decrease in the mortality during the last ten 
years. The children who failed to survive did not 
appear to differ significantly in condition at the time 
of operation from those who recovered. In many of 
the fatal cases the patient went into shock for no 
apparent reason and no adequate cause for death 


could be discovered at autopsy. The time that 
elapsed between the first manifestation of obstruc- 
tion and the admission of the patient to the hospital 
ranged from three to four weeks. 

In conclusion the authors state that there is no 
evidence to show that pyloric stenosis in infancy is 
being recognized any earlier today than it was ten 
years ago. SAMUEL J. FoGeLson, M.D. 


Meyer, A.: The Gastritis Problem (Das Gastritis- 
problem). Klin. Wehuschr., 1934, i, 64. 

As yet very little is known about the bacteriology 
of gastritis. The author believes that infection is of 
more importance in the development of the condi- 
tion than faults of diet. He states that dyspeptic 
manifestations in febrile patients are caused by a 
hematogenous gastritis. More frequent is infection 
of the gastric mucosa by ordinary intestinal bacteria 
which is favored by reduction of the hydrochloric 
acid secretion. When the secretion of hydrochloric 
acid is impaired it is possible also that micro- 
organisms colonize near the stomach—in the gall 
bladder, for example—and repeatedly invade the 
stomach from there. In addition, there is the 
possibility that relatively acid-resistant bacteria 
remain in the gastric mucosa for a long time. 

As the author has stated before, the oidium albi- 
cans is of special importance in the development of 
ulcer gastritis and gastroduodenal ulcer. He first 
found this to be true in single clinical cases of acid 
gastritis. Later, he obtained pure cultures of oidium 
albicans in the contents of the fasting stomach and 
the duodenal fluid in numerous cases of chronic 
gastritis and gastro-enteritis. The oidium albicans 
can thrive also when the secretion of hydrochloric 
acid is normal, whereas intestinal organisms can 
develop only in the presence of subacidity or anacid- 
ity. The fungi are not absolutely resistant to the 
degrees of acidity occurring in the stomach, but 
when once they have invaded the tissues, they find 
themselves in an environment where they can live. 
The oidium albicans on the one hand and the enter- 
ococci on the other are considered causes of gastritis, 
either acid or anacid. 

It is possible also that constitutional factors may 
play a role in susceptibility to a certain causative 
agent. The author discusses disturbances of phys- 
iological correlations of a motor and secretory char- 
acter as etiological factors in the development of 
gastritis; also the ‘‘ weak stomach,” and the question 
as to whether an anacid gastritis may not be pre- 
ceded by a hyperacid stage. 

Chronic gastritis is of importance not only because 
of its prolonged course, during which the efficiency 
and comfort of the patient are markedly distributed, 
but also because of its complications. 

In addition to gastric ulcer, which is one result 
of gastritis, carcinoma must be mentioned as a late 
sequela. Benign pyloric stenosis also follows gas- 
tritis, as investigations have shown. Secondary 
pellagra following gastritis as the result of local 
complications or extreme limitation of the diet is 
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seen especially in America. The author has observed 
a case of this condition associated with benign 
pyloric stenosis. 

Bowel involvement is common not only in anacid, 
but also in acid, gastritis. Its manifestations in- 
clude periodic diarrhoea, tenderness to pressure to 
the right and left of the umbilicus, rapid passage of 
contrast material through the small intestine, fatty 
stools, and icterus. 

Anaemia is a very frequent complication of chronic 
gastro-enteritis with anacidity and even with normal 
acidity. As a rule it is a hypochromic anemia with 
leucopenia, but in some cases pernicious anemia 
may develop. 

In the most severe cases of chronic gastro-enteritis 
with all of the symptoms mentioned (fermentation 
and fatty stools, anemia, avitaminosis, and cachexia 
resulting from the chronic diarrhoea) the syndrome 
resembles most closely that of tropical sprue. 

The treatment of gastritis has always been in- 
fluenced by the prevailing theories regarding the 
causes of the condition. Formerly, astringents were 
used. Later, in the belief that the gastric hydro- 
chloric acid was harmful, alkalies were preferred. 
Today, drugs to combat inflammation of the mucous 
membrane (silver nitrate, protargol, and tannin- 
silver preparations) are employed. The author has 
investigated the various remedies with regard to 
their antibacterial effect, which he believes is of 
more importance than their astringent action. He 
found that when the mucous membrane is normal, 
silver nitrate causes a marked increase of secretion, 
whereas in chronic gastritis it greatly reduces secre- 
tion. 

Under the influence of the previously generally 
accepted theory regarding the etiological importance 
of hydrochloric acid, the use of silver nitrate was 
considered inadvisable in clinical cases. Today we 
know that gastric ulcer is always associated with a 
gastritis, and that in the presence of inflammation 
an increase of the hydrochloric acid secretion can 
have only a favorable influence. Bismuth subnitrate 
and bismuth subcarbonate are effective chiefly be- 
cause of their absorbing capacity. Their effect is 
surpassed by that of animal charcoal and to a less 
extent by that of kaolin and neutralon. 

Magnesium hydroxide, which is used so fre- 
quently, may perhaps have both an absorbing and 
an antiseptic effect. The good effect of silver 
nitrate in acid gastritis seems to be counterbalanced 
by the disadvantage of the development of argyrosis 
after prolonged use of thisremedv. Konjetzny (Z). 


Burger, G., and Hartfall, S. J.: Hasmatemesis in 
Peptic Ulcer. Guy's Ilosp. Rep., Lond., 1934, 
Ixxxiv, 197. 

Of the 1ro1,055 cases admitted to the medical and 
surgical wards of Guy’s Hospital, London, during 
the period from 1921 to 1930, a diagnosis of peptic 
ulcer was made in 2,145. Hamatemesis occurred in 
177 cases. In 137 (77.4 percent) it was due to peptic 
ulcer. 


The number of deaths in the 137 cases of hema- 
temesis due to peptic ulcer was 31, a mortality of 
22.6 per cent. In the majority of the cases the pa- 
tient was admitted to the hospital for hematemesis 
occurring on the day of admission. Of the 39 who 
were in shock, 7 died; of the 86 who were in fair 
condition, 18 died; and of the 22 who were in good 
condition, 6 died. The patient’s condition at the 
time of admission to the hospital gave no indication 
of the subsequent progress of the case. 

In 78 (58.4 per cent) of the cases the bleeding 
recurred after the patient’s admission to the hospi- 
tal. Two of the patients were admitted twice. In 
these 78 cases there were 26 deaths, a mortality of 
33.3 per cent. This confirms the conclusion of others 
that recurrence of hematemesis is a most unfavor- 
able sign. 

Sixty-three transfusions were given to 38 patients. 
Of this group, nineteen (50 per cent) died. The 
quantity of blood given ranged from 3% to 20 oz. 
Immediate transfusion was given to 6 patients, all 
of whom died. Of 3 patients given immediate and 
delayed transfusions, 2 died and 1 recovered. 

Seventeen of the 137 patients had had previous 
surgical treatment and 20 were operated upon fol- 
lowing their admission to the hospital. Of 5 patients 
with bleeding after the operation for ulcer, all died. 
Of 15 operated upon at various intervals for hama- 
temesis, 8 died. The surviving 7 were operated upon 
after medical treatment for from one month to a 
year. In the 20 cases in which operation was per- 
formed there were 13 deaths, a mortality of 65 per 
cent. All of the patients operated upon within ten 
days after the bleeding died. These facts suggest 
that early surgical intervention is justified only 
rarely and in only very carefully selected cases. 

SAMUEL J. FoGetson, M.D. 


Bendandi, G.: Neurinoma of the Stomach (Con- 
tributo alla conoscenza del neurinoma dello stomaco). 
Ann. ital. di chir., 1934, xiii, 241. 


According to most statistics, benign tumors of the 
stomach are relatively uncommon, constituting only 
from 1 to 2 per cent of all gastric tumors. They may 
originate from any of the tissues of the stomach or 
from aberrant tissue in the stomach wall. Benign 
tumors originating from the nerve tissue are the 
least common. 

The author reports a case of neurinoma of the 
stomach in a woman twenty-nine years of age. The 
clinical syndrome consisted essentially of three 
hemorrhages from the stomach. Two years after the 
last attack, when the patient was apparently in a 
normal state of health, she was subjected to a routine 
fluoroscopic examination. This revealed a rounded 
filling defect in the center of the lesser curvature of 
the stomach. The emptying time of the stomach and 
the findings of all other tests were normal. 

At laparotomy a tumor the size of a hen’s egg and 
weighing 55 gm. was resected. The mucosal covering 
was bright red except for two scars. The surfaces of 
sections of the mass showed zones of tissue involved 
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by haemorrhage next to relatively compact tissue of 
a whitish hue. The portion of the tissue involved by 
hemorrhage was spongy. A dense capsule encircled 
the mass. The serosa of the stomach was normal. 

The findings of histological examination of the 
tumor are described in detail and shown by photo- 
micrographs. There were three characteristic changes: 
(1) nuclei arranged parallel on a thin layer of con- 
nective tissue which formed an unusual palisade-like 
structure; (2) masses of nuclei forming fan-like and 
vortex-like figures; and (3) zones of microcystic de- 
generation and other myxomatous changes. Con- 
siderable vascular dilatation and cellular infiltration 
were also present. 

The author tabulates the principal characteristics 
of twenty-five similar cases which he found in a re- 
view of the literature, and on the basis of these cases 
and his own case discusses the frequency, sex inci- 
dence, location, size, and symptoms of gastric 
neurinomata. As is true of most benign tumors, the 
clinical symptoms of gastric neurinomata depend 
upon the complications. 

Bendandi suggests classifying gastric neurinomata 
as follows: 

1. Extragastric, pedunculated, without gastric 
symptoms. 

2. Intragastric: (1) pedunculated, with or with- 
out symptoms; (b) intramural. 

A. Louis Rost, M.D. 


Ronzini, M.: The Place of Neurinomata Among 
Benign Gastric Tumors (I neurinomi nel quadro 
dei tumore gastrici benigni). Arch. ital. di chir., 
1934, XXXVI, I. 

The author first gives a general review of benign 
tumors of the stomach and then lists chronologically 
those reported between 1925 and 1932. At the end 
of 1932 the total number reported was 1,092. 
Ronzini next discusses the nature and anatomical 
characteristics of neurinomata in general. From the 
literature through 1932 he collected 56 cases of 
tumors diagnosed as gastric neurinomata. He pre- 
sents these ina table. The first case was reported by 
Picquet in 1922. Since then there has been a pro- 
gressive annual increase in the number of reports. 
In the year 1931-1932 neurinomata were second in 
frequency among benign gastric tumors, being 
exceeded only by polyps. This fact demonstrates 
that ideas concerning benign tumors of the stomach 
have recently undergone revision. The previously 
assumed rarity of neurinomata was due to the fact 
that formerly these tumors were usually mistaken 
for fusiform sarcomata. 

On the basis of the reported cases Ronzini dis- 
cusses the pathology, symptoms, diagnosis, roent- 
genological aspects, operative treatment, and prog- 
nosis of neurinomata of the stomach. He states that 
as these tumors are practically always benign, their 
surgical treatment should be conservative. The only 
tumors having the same appearance are gastric 
sarcomata, which are rare in comparison with neuri- 
nomata. In cases of pedunculated forms of neurino- 
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mata, simple remoyal, if practicable, is the basic 
indication. Only in cases of the sessile variety, those 
with associated ulceration of the mucosa, and those 
in which enucleation proves diflicult is resection 
necessary. The only case treated by roentgen 
irradiation which Ronzini was able to find in the 
literature was reported by Carnot in 1928. In this 
case deep roentgen irradiation was given for a 
growth in the lesser peritoneal cavity which was 
only partially removable. The patient remained 
clinically well at the end of five years. 

Ronzini reports a case in which he removed a 
typical pedunculated exogastric neurinoma weigh- 
ing 1,200 gm. ‘The patient, a woman forty-two 
years old, had first noticed the presence of the tumor 
seven years previously. Three years before the 
operation she had had repeated hematemesis, but 
at the time of the operation her only symptom was 
occasional abdominal pain following exertion. 
Histologically the tumor presented characteristics 
pathognomonic of neurinoma palisade and fan 
arrangements of the cells and the peculiar reaction 
of the basic fibrillar substance to Van Gieson’s 
stain. 

The article contains 20 illustrations and is fol- 
lowed by a bibliography of 300 references which 
may be considered complete for gastric neurinomata 
through 1932 and for all benign gastric tumors for 
the period from 1925 to 1932 inclusive. 

M. E. Morse, M.D. 


Anardi, T.: Malignant Connective Tissue Tumors 
of the Stomach (Sui tumori connettivali maligni 
dello stomaco). Aun. ital. di chir., 1934, xiii, 287. 


In a review of the literature the author was 
impressed by the infrequency of gastric sarcoma as 
compared with carcinoma and the uncertainty and 
differences of opinion regarding its clinical signs, 
pathogenesis, and anatomicopathological character- 
istics. 

He reports in detail a case of lymphosarcoma and 
a case of tumor of the endothelioma type. On the 
basis of a thorough study of these two cases and a 
review of numerous cases reported in the literature 
he suggests classifying malignant connective tissue 
tumors of the stomach according to their origin 
from the embryonic mesenchymal cell as follows: 
small and large round-cell sarcomata, lymphoblas- 
tomata, fibroblastomata, endotheliomata, angio- 
mata, fibromata, myxomata, myomata, and lipo- 
mata. A. Louts Rost, M.D. 


Stewart, W. H., and Illick, H. E.: The Roentgen 
Diagnosis of Carcinoma at the Cardia. Am. J. 
Roentgenol., 1934, XXxii, 43. 

Carcinoma of the cardia is much more frequent 
than is commonly believed. Every case with clinical 
findings suggesting such a lesion should be carefully 
studied roentgenologically by a careful technique. 
Multiple examinations with the use of various modi- 
fications of technique may often aid in the differen- 
tiation of lesions. The roentgen findings must be 





404 INTERNATIONAL ABSTRACT OF SURGERY 


correlated with the clinical history and other 
findings. 

The authors describe the following ten roentgen 
signs of carcinoma of the cardiac portion of the 
stomach: (1) dilatation of the lower oesophagus, 
(2) abnormal retention of barium in the lower 
cesophagus, (3) the passage of the barium through 
the oesophageal orifice in a continuous stream, 
(4) narrowing of the cesophagus and unchanging 
canalization through the tumor, (5) infiltration pre- 
venting normal movements of the lower oesophagus, 
(6) a mass visible in a gas bubble, (7) a mass visible 
after the first swallow of barium and after distention 
of the stomach by the full meal, (8) forking of the 
barium over a mass, (g) gastric hypermotility, and 
(10) oesophageal antiperistalsis. 

The most important conditions to be differentiated 
are cardiospasm, diverticulum of the lower cesopha- 
gus, varices, extrinsic lesions producing pressure on 
the oesophagus and cardia, hernia of the diaphragm, 
ulcers involving the lower cesophagus and cardia, 
and adhesions. 

The treatment, which is surgical, has been greatly 
improved since the advent of thoracic surgery. 

E. E. Bartu, M.D. 


Memmi, R.: Primary Sarcoma of the Stomach 
(Il sarcoma primitivo dello stomaco).  Policlin. 
Rome, 1934, xli, sez. chir. 307. 

Primary sarcoma of the stomach is rare. While 
about 300 cases have been recorded in the literature, 
Ewing believes that in many of them the diagnosis 
was incorrect. 

The author reports 2 cases in which, he believes, 
the diagnosis was established beyond doubt. In both 
there was an ulcerated vegetating tumor of the lesser 
curvature. In the first case, that of a man seventy- 
two years of age, metastases were formed in the liver. 
The second case was that of a woman fifty-seven 
years of age. In the first case microscopic examina- 
tion of the tumor disclosed spindle cells almost 
exclusively. In the second it showed polymorphous, 
predominantly large round cells and some giant 
cells. In both cases the connective tissue nature of 
the cells, their method of growth, and their relation 
to the blood vessels and surrounding tissues were 
typical of sarcoma. The microscopic findings are 
reported in detail with photomicrographs. 

Aubrey Goss Morcan, M.D. 


Moutier, F.: Endoscopic Study of Gastro-Enteros- 
tomy (Etude endoscopique de la gastro-enteros- 
tomie). Presse méd., Par., 1934, xlii, 653. 

In twenty-six cases in which gastro-enterostomy 
had been done from three to twenty months previ- 
ously the author made an endoscopic study to deter- 
mine the cause of the complaints which so frequently 
follow that operation. In four, the gastro-enteros- 
tomy was done for gastric ulcer; in nineteen, for 
duodenal ulcer; in one, for a stenosing periduodeni- 
tis; in one, for gastric atony with retention; and in 
one, for an antral neoplasm. 


Endoscopic examination following gastro-enteros- 
tomy is difficult because insufflation of the stomach 
with air is often poorly tolerated. Not only the 
shape but also the capacity of the stomach is 
changed. Orientation is usually difficult because the 
stomach is twisted. There is a change in its longi- 
tudinal axis as well as in the shape of the antrum due 
to the distortion of the position of the posterior wall 
by the operation. The effect of the twisting of the 
stomach is further distortion of the very important 
longitudinal folds which are essential for orientation. 
The distortion of the entire stomach may be so pro- 
nounced that the posterior gastric wall passes the 
median line and the gastro-enterostomy stoma ap- 
pears to be on the anterior wall. The pylorus may or 
may not be visible, or may be seen in the same field 
as the gastro-enterostomy stoma. There may be a 
sacculation of the greater curvature which may 
cover and obstruct the view of the gastro-enteros- 
tomy stoma. The gastro-enterostomy stoma may be 
so changed in shape that it may be mistaken for the 
closed pylorus. Invagination of the jejunum through 
the gastro-enterostomy stoma may increase the dis- 
tortion of the picture. An associated perigastritis 
and retraction of the mesentery with traction on the 
antrum leads to further diminution of the size of the 
already reduced antrum. 

The contents of the stomach after gastro-enteros- 
tomy vary. The stomach may be empty or may con- 
tain bile, blood, or mucus. When once orientation in 
the stomach is obtained the gastro-enterostomy 
stoma should be localized. This may be very diffi- 
cult, not only because of the reasons cited but also 
because the stoma may not be found where it was 
localized perviously at X-ray examination. Bile or 
gas exuding from it may aid in its localization. 

In some cases there may be found a non-ulcerative 
gastritis characterized by marked hypertrophy of 
the mucosal folds with deep troughs between them 
and abnormally broad crests. This mucosal hyper- 
trophy may progress until the classical ‘‘état mam- 
melonné” results. There is usually a marked con- 
gestion of the mucosa, and there may be small 
patches of mucus which progress to an extensive 
myxorrhoea. The process may advance to the inflam- 
matory condition described by Konjetzny and con- 
tinue until there is found, first, a superficial erosion 
and later a true erosion. The ulceration may be at 
the new stoma or elsewhere, or the original ulcer may 
be still active. 

Symptoms following gastro-enterostomy may 
therefore be due to new pathological changes, per- 
sistence of the old lesions, or mechanical malfunction 
of the gastro-enterostomy stoma. The latter may be 
due to faulty placing, too small size, or cicatricial 
stenosis of the stoma, herniation of the small bowel 
into the stoma, peri-stomal inflammatory swelling, 
or peri-stomal adhesions. 

The author concludes that the high incidence of 
gastrojejunal symptoms following gastro-enteros- 
tomy is due to spread of the inflammatory process 
from the tissues in which the operation is performed, 











wh 
the 
sta 
on 
the 


Be 


an 
tis: 
ori 
an 
of 

em 
dic 
or 

col 
col 
au 
m¢ 


He 


suc 
wil 
tio 
se] 











SURGERY OF THE ABDOMEN 


which is favored by the surgical intervention, and to 
the fact that the operation is not physiological. He 
states that when no pathological changes are seen 
on endoscopic examination, it may be assumed that 
the symptoms are of neuropathic origin. 

SAMUEL J. FocEtson, M.D. 


Best, R. R., and Bowers, W. F.: Anterior Hemipy- 
lorectomy for Aberrant Pancreatic Tissue of 
the Duodenum— Diagnostic semieustien. Ann. 
Surg., 1934, Xcix, 967. 


The authors review the historical, embryological, 
and anatomical development of aberrant pancreatic 
tissue in the duodenum, discuss the theories of 
origin, and report in detail two cases in which an 
anterior hemipylorectomy was done with removal 
of a tumor of aberrant pancreatic tissue. They 
emphasize that aberrant pancreatic tissue is usually 
diagnosed clinically as cholecystitis, peptic ulcer, 
or malignancy, and that therefore it should be 
considered in the differential diagnosis of the latter 
conditions. In the two cases reported by the 
authors improvement was apparent six and three 
months after operation. Rosert ZoLiincer, M.D. 


Haberer, H. von: Diverticulitis 
Zentralbl. f. Chir. 1934, p. 805. 


The differentiation of diverticulitis from carci- 
noma of the colon is frequently difficult. ‘The author 
reports three cases of diverticulitis in detail. The 
first was that of a woman who was subjected to op- 
eration after an erroneous diagnosis of carcinoma 
and even on the basis of the operative findings was 
believed to have a carcinoma of the sigmoid. Fol- 
lowing the formation of a lateral artificial anus in 
the caecum the fever and cachexia disappeared and 
the bowels moved naturally. Therefore the lesion 
could not have been a carcinoma and must have been 
an inflammatory mass. On the basis of other obser- 
vations the author concludes that the condition was 
probably diverticulitis. 

In the second case reported the correct diagnosis 
was made before operation. Perforation of the blad- 
der had occurred with grave sequela, but cancer 
cachexia was absent and roentgen examination 
showed a pronounced diverticulum formation in the 
region of the stenosis. The assumption that because 
of the extensive adhesions caused by diverticulitis 
practically no other treatment than colostomy is pos- 
sible has been proved incorrect by the success of re- 
section done in two stages. An anastomosis to pass 
around the obstruction is usually impossible or too 
dangerous because of the extensive adhesions of the 
inflammatory tumor and the pathological changes in 
the walls of the intestine above and below the mass. 
On the other hand, the inflammatory tumor may be 
removed from above despite the adhesions; in fact, 
such removal may be necessary as, for example, in 
cases in which there is perforation of the bladder 
with resulting cystitis and danger of ascending infec- 
tion. In such cases the only procedure possible is 
separation of the inflamed intestinal mass from the 
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bladder followed by suture of the bladder. A threat- 
ening infection of the peritoneum is best prevented 
by extra-abdominal delivery and fixation or removal 
of the involved portion of intestine. The author ob- 
tained good results from removal. He concludes that 
the lateral artificial anus should not be closed within 
less than a year because in the second case he reports 
the pouch of Douglas drained pus for a very long 
time and subsequent roentgen examination with the 
use of a contrast medium disclosed the presence of 
other diverticula in the lower part of the colon. 

The inflammatory tumor of the colon invaded the 
posterior wall of the bladder also in the third case 
reported by von Haberer, but in this instance the 
mucosa was not perforated and at operation could be 
preserved intact. As the patient was corpulent and 
the mesentery markedly shrunken, exteriorization 
of the diseased portion of intestine could not be con- 
sidered. Resection with end-to-end anastomosis of 
the intestine was technically possible, but was be- 
lieved to be contra-indicated because of the presence 
of inflammatory changes throughout the entire de- 
scending colon. Therefore only the mass adherent 
to the bladder was removed and an artificial anus 
was established. The patient made a remarkable re- 
covery. Later, restoration of normal conditions may 
be possible. 

In the two last cases the author will delay closure 
of the artificial anus for a long time and will close it 
ultimately only at the insistence of the patient as 
there are reports of cases in which closure of the 
artificial anus was followed by recurrence of the at- 
tacks of colic due to the presence of other diverticula. 
Without doubt there is, in many cases, in addition to 
the diverticulitis, a more or less extensive diverticu- 
losis which is capable of causing recurrence of the 
trouble. Moreover, in the author’s patients the 
colon as a whole was so changed by inflammation 
that a one-stage resection was considered too danger- 
ous although today von Haberer performs a one- 
stage resection more and more frequently in other 
diseases of the colon, including carcinoma. 

An insurance company with which one of von 
Haberer’s patients was insured against sickness re- 
fused to meet the cost of the treatment, contending 
that the condition was congenital. This assumption 
is incorrect for the following reasons: 

1. Only certain diverticula are congenital; the 
others, perhaps the majority, are acquired. 

2. Diverticulosis and diverticulitis are different 
conditions. Diverticulosis, which is often symptom- 
less, is not to be regarded as a disease. Disease is not 
present until diverticulitis develops. Diverticulitis is 
always acquired, never congenital. 

Ericu HEmpeEt (Z). 


Ikeda, K.: Roentgenological Observations of, the 
Colon in Ameebic Dysentery, with a Report of 
Seven Cases Originating in Chicago. Radiology, 
1934, XXii, 610. 


Ikeda was afforded the opportunity to observe the 
colon roentgenologically in the cases of seven persons 
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who contracted amoebic dysentery while visiting in 
Chicago during the summer of 1933. In all of the 
cases fairly accurate epidemiological data were ob- 
tained and the condition probably represented the 
uncomplicated stages of the disease with a lesion 
more or less localized and of short duration. In all 
but one case X-ray examination of the colon was 
made both before and after the institution of emetin 
treatment. 

It has been shown that the cysts of endamceba 
histolytica are carried down into the cecum before 
they become activated into the protozoan form. The 
normal alkaline reaction of the flora of the colon 
and the natural reservoir-like character of the cecum 
appear to favor multiplication of the liberated 
amoebie and the development of the first lesions in 
the cecal portion of the colon. It seems likely to the 
author that in the majority of the cases which are 
diagnosed and treated early, involvement of the 
colon beyond the cawcum and the proximal portion 
of the ascending colon may be prevented. The rec- 
tum, another dilated reservoir, is the second most 
common site of involvement, and the sigmoid the 
third. 

The early lesions are essentially microscopic and 
quite superficial. The amoebe penetrate the mucosa 
along the glandular slits and invade the submucosa 
deeply, where they multiply and by cytolytic action 
cause a rapid liquefaction necrosis of the involved 
area. This is soon transformed into a cyst-like for- 
mation which becomes filled with glairy mucus and 
bulges out over the mucosal surface. At the point of 
primary invasion, a small superficial ulcer with a 
necrotic center develops. A well-developed lesion is 
characterized by a deep irregular ulcer involving the 
submucosa, often penetrating into the circular mus- 
cle bundles of the intestinal wall, and presenting an 
overhanging and undermining mucosa edge and a 
necrotic base. The surrounding tissues are oedema- 
tous and indurated. Two or more ulcers may coa- 
lesce. The usual inflammatory reactions involve the 
tissues about the ulcerations. Areas of repair and 
cicatrization and of fresh involvement are constantly 
added to the general pathological picture. These 
processes cause irregular induration and thickening 
of the bowel walls with consequent deformity and 
narrowing of the bowel lumen. Ameebic lesions of 
long standing may develop into a granulomatous 
growth involving a large or small segment of the 
bowel. Such a mass may cause symptoms and is 
easily mistaken for a cancerous growth. The termi- 
nal ileum may become involved early in the disease. 

The author divides his cases into the acute, sub- 
acute or recurrent acute, and early chronic, accord- 
ing to the duration of the illness. All of the patients 
were suffering from active dysentery and abdominal 
discomfort of varying intensity at the time of their 
admission to the hospital. The diagnosis of amcebic 
dysentery was readily established by the finding of 
endameeba histolytica in the stools. 

The roentgen appearance of the colon varies con- 
siderably, depending upon the stage of the infection. 


In the earliest stages no appreciable changes are 
noted. Later, fine saw-tooth projections which prob- 
ably represent small superficial ulcerations may de- 
velop along the walls. Fine feathery or thorny fill- 
ing defects on the indurated walls signify a later 
stage of the lesion in which the submucosa and mus- 
cularis are involved in an extensive inflammatory 
process. During the subacute or early chronic stage 
roentgen examination reveals a somewhat charac- 
teristic deformity of the cecum and ascending colon 
with an apparent shortening or contraction of the 
bowel wall and induration and filling defects of vary- 
ing degree. On the institution of emetin treatment 
these changes rapidly disappear. When the lesion is 
sharply localized and leads to obstruction it may be 
confused with cancer of the bowel, but such confu- 
sion is not likely in cases of advanced lesions which 
are diffuse and extensive. 

X-ray examination of the colon in amoebic dysen- 
tery is of value more as a guide to treatment than a 
means of positive diagnosis. It constitutes a posi- 
tive means of determining the location, extent, and 
degree of the involvement. Joun W. Nuzum, M.D. 


Scholz, T.: The Solution of the Roentgen Diag- 
nostic Problem in Chronic Appendicitis. Am. J. 
Roentgenol., 1934, Xxxi, 792. 


The author is of the opinion that of all the signs 
of chronic appendicitis, tenderness over the appendix 
region visualized in the roentgenogram is the only 
sign of value. He states that when reliance is placed 
on this sign a definitely proved diagnosis can be 
made in approximately 90 per cent of the cases. 
While absence of the sign does not exclude the pres- 
ence of an appendix lesion, it indicates that no in- 
flammatory lesion is present at the time of the 
examination. Examination at the time of a recur- 
rent attack may reveal tenderness over the area. 
A roentgenogram of the appendix is of aid to the 
surgeon in the planning of the surgical procedure. 

Roentgen examination of the appendix is of value 
chiefly in differential diagnosis. It should always 
include the entire gastro-intestinal tract and often 
the chest, urinary tract, and lower spine. 

Gross anatomical changes in the appendix often 
do not manifest themselves in a characteristic man- 
ner. Sections will show chronic gross anatomical 
changes in many clinically normal appendices. 
Hence the presence of anatomical changes cannot be 
regarded as reliable proof of the correctness of a 
diagnosis of chronic appendicitis. A much better 
criterion is the therapeutic result. 

E. E. BAartu, M.D. 


Koster, H., and Kasman, L. P.: Tuberculosis of the 
Appendix. Arch. Surg., 1934, xxviii, 1149. 


In 1917 Scott collected 88 cases of proved tuber- 
culous appendicitis from the literature up to that 
time and added a case of his own. The authors 
abstract the reports of 34 cases appearing in the 
literature since 1917 and report in detail 4 cases of 
their own, bringing the total number on record up to 
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127. Cases of miliary tuberculosis with generalized 
involvement of all organs including the appendix 
are not included. 

Muller stated that the disease occurs more fre- 
quently in males than in females, the ratio being 3:2. 
In most of the cases in the literature the patient was 
a young adult. Of the authors’ cases, 2 were those 
of males and 2 those of females. These 4 cases were 
encountered in a series of 3,271 consecutive appen- 
dectomies. In 3 of them the condition was appar- 
ently primary in the appendix. In 1, it was associated 
with pulmonary tuberculosis. 

A review of the literature reveals that tuberculosis 
of the appendix may be either primary or secondary. 
Ihe primary type is exceedingly rare, there being 
only 1 case on record in which autopsy following 
appendectomy for tuberculous appendicitis was neg- 
ative for lesions elsewhere with the exception of in- 
volvement of the regional ileocacal lymph glands. 
Even in the latter case an old healed focus or a small 
lesion in a distant lymph gland may have escaped 
detection. 

In the great majority of cases the appendiceal 
condition is secondary to, or associated with, tuber- 
culous lesions elsewhere. The most common asso- 
ciated lesion is tuberculosis of the intestines, espe- 
cially of the cecum. The swallowing of infected 
sputum in cases of pulmonary tuberculosis and the 
ingestion of infected food (milk or butter) are prob- 
ably the most common causes of tuberculosis of the 
appendix and intestine and constitute the most 
likely explanation for the possible occurrence of 
primary appendiceal tuberculosis. With regard to 
the occurrence of infection of the appendix by way 
of the blood stream, lymph stream, or peritoneum, 
little can be said. 

Clinically, the disease may manifest itself in an 
acute, a chronic, or a latent form. In the acute form, 
which is rare, its differentiation from acute appendici- 
tis isalmost impossible. However, it may be suspected 
in a patient with well-developed tuberculous lesions 
elsewhere who develops symptoms of acute appendi- 
citis. In the absence of a history of tuberculous 
lesions elsewhere, there are no signs by means of 
which acute tuberculous appendicitis can be differ- 
entiated from acute appendicitis of the usual type. 

In the chronic form of tuberculosis of the appendix, 
which is the most frequent form, the tuberculous 
nature of the lesion may be indicated by a history of 
tuberculosis elsewhere, recurrent attacks of diar- 
rhoea, and the presence of a mass without the symp- 
toms of an abscess in the region of the appendix. The 
general signs include a characteristic afternoon rise 
in the temperature, slight acceleration of the pulse 
rate, a slight loss of weight, and, in some instances, 
night sweats. Acute exacerbation may occur as in 
the usual variety of chronic appendicitis. 

The latent form of tuberculosis of the appendix is, 
of course, symptomless. The diagnosis is made only 
by microscopic examination in cases in which inci- 
dental appendectomy is performed in the course of 
some other intra-abdominal operation. 


Pathologically, the appendiceal lesions are of 2 
types, the ulcerative and the hyperplastic. The ulcer- 
ative lesions are by far the more common. The gross 
appearance of the appendix may vary from that of 
slight congestion to that of active acute inflamma- 
tion. Ulceration begins in the mucosa and may in- 
volve the entire wall of the organ. The base of the 
ulcer may present a picture of caseation or minute 
tubercles. In the early stages, ulceration is most 
common at the tip and the base. Advanced ulcera- 
tion may result in perforation with the onset of the 
usual clinical picture of localized or diffuse peritoneal 
infection. 

The hyperplastic type of tuberculous appendicitis 
is rare. In this condition the appendix increases in 
size because of thickening of its wall. Its lumen often 
becomes obliterated. Occasionally it may be pal- 
pated through the abdominal wall. On microscopic 
examination the mucosa is usually found to be intact, 
while the muscularis is markedly thickened as the 
result of the growth of connective tissue and lym- 
phoid infiltration. For the most part, ulceration and 
caseation are absent. 

If the disease is primary in the appendix, appen- 
dectomy should offer hope of cure if it is performed 
before regional and distant involvement occur. 
Secondary tuberculosis of the appendix has a less 
favorable prognosis, especially when a coincidental 
active tuberculous lesion is present elsewhere. In 
acute cases, immediate appendectomy must be per- 
formed regardless of the presence of tuberculous 
lesions elsewhere. In chronic cases the condition of 
the lungs should determine the advisability of surg 
ical intervention. 

The article has an extensive bibliography. 

ARTHUR S. W. Tourorr, M.D. 


Kirschner, M.: The Synchronous Procedure of 
Abdominosacral Radical Operation for Cancer 
of the Rectum (Das synchrone Verfahren der 
abdominosakralen Radikaloperation des Mast- 
darmkrebses). Chirurg, 1934, Vi, 233. 


The one-stage abdominosacral procedure permits 


a radicality which is impossible by any other proce- 


dure. However, the extent and long duration of the 
operation increase the operative mortality. 

In fifty-four radical sacral operations performed 
by the author since 1927 the operative mortality was 
18.5 per cent and in fifty-five radical abdominosac- 
ral operations it was 35.4 per cent. When the com- 
bined operation is performed in one stage the chang- 
ing of the patient’s position presents difficulties and 
causes a loss of valuable time. To gain time, Kirsch- 
ner has recently carried out the operative procedures 
from above and from below, not in succession, but 
simultaneously. Two groups of surgeons are active 
at the same time. The patient is placed in a position 
with the pelvis sharply elevated and the legs raised 
obliquely toward the ceiling by means of slings, the 
hip joints slightly flexed, and sacrum projecting half 
over the lower edge of the table. The operative pro- 
cedures are then carried out simultaneously from the 
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anterior and posterior sides, the two groups of sur- 
geons cooperating. The operative field is excellently 
exposed and the anatomical procedures are rendered 
very easy so that, in addition to saving time, this 
procedure considerably simplifies the operative 
technique. 

The chief surgeon begins with a midline incision 
from the umbilicus and at the same time the assist- 
ant surgeon injects under high pressure a local anes- 
thetic into the sacral region to produce anemia of 
the operative field. As soon as the chief surgeon has 
concluded the abdominal examination and has de- 
cided in favor of radical operation the assistant sur- 
geon circumcises the anus, closes it with a suture, 
and then chisels through the lowermost sacral verte- 
bra. He then proceeds along the anterior surface of 
the sacrum behind the rectal fascia up to the vicinity 
of the promontory. Finally, the lower end of the 
rectum with the sphincter muscle is separated lat- 
erally and anteriorly in the usual manner. The 
abdominal cavity is not opened from below. During 
the same period of time the chief surgeon has mo- 
bilized the sigmoid and divided it at a suitable site. 
Both stumps are invaginated and sutured. The 
operation is then continued in the usual way and the 
main stem of the superior and middle sacral arteries 
is divided. Finally the pelvic colon and rectum are 
separated from the stump of the sacrum and the con- 
nection is made with the tunnel pushed up from be- 
low. By the introduction of a powerful ray of light 
from the posterior aspect of the pelvis the further 
separation is rendered exceedingly easy. A tube is 
introduced into the protruding upper end of the 
sigmoid and fastened by a ring-shaped constriction 
of the gut for passage of the faeces. In this way the 
wound is protected against faces for a number of 
days and the gases are permitted to escape from the 
very first moment. 

The average length of time required for the per- 
formance of this new operation is about an hour. 

A. W. FIscueEr (Z). 


Hankins, F. D., and Harding, W. G., 2d.: Acan- 
thoma of the Anus: A Report of Three Cases. 
Arch. Surg., 1934, XXiX, 77. 

The authors review 40 cases of acanthoma of the 
anus which have been reported in the literature of 
the past two decades and report in detail the clinical 
course and autopsy findings in 3 cases which they 
found in the study of 1,097 malignant tumors dis- 
covered in 9,000 consecutive autopsies performed at 
the Los Angeles County General Hospital. 

Acanthoma of the anus is a sharply demarcated 
lesion usually arising at the mucocutaneous junc- 
tion and ulcerating late in its course. It may be of 
the exophytic or the endophytic type. In cases of 
tumor of the exophytic type the growth is exuberant 
and protrudes as a visible tumor. In those of tumor 
of the endophytic type the anal canal is obstructed, 
but no neoplasm is seen. From the point of view 
of pathology, anal acanthomata are of a compara- 
tively low degree of malignancy. The 3 tumors 


studied by the authors were classified as of Grade 
1 (Broders). Ear GarsipE, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Mastrosimone, C.: The Mechanism of Torsion of 
the Gall Bladder (Sul meccanismo delle torsioni 
della cistifellea). Ann. ital. di chir., 1934, xiii, 385. 


In experiments carried out on eleven dogs to deter- 
mine the mechanism of torsion of the gall bladder, 
the gall bladder was dissected free from the lower 
surface of the liver so that it hung down free in the 
abdomen, the neck of the cystic duct was cauterized 
with a silver nitrate pencil so that it was partially 
constricted but not entirely occluded, and from 120 
to 200 c.cm. of physiological salt solution were in- 
jected into the gall bladder. When the animals were 
killed after one or two weeks, torsion of the gall 
bladder varying from about 90 degrees to two com- 
plete turns was found in seven. The torsion was 
greater the fuller the gall bladder. The author be- 
lieves it was due to unequal weakening of the muscle 
fibers of the wall, the fibers that were less injured 
initiating the torsion by contracting more strongly 
than those that were more injured. 

The clinical conditions producing such torsion are: 
(1) chronic distention of the gall bladder which 
elongates and relaxes its mesentery so that in time it 
acquires abnormal mobility; (2) traction on the 
organ by adhesions to the stomach and colon; and 
(3) the presence of many stones causing weakening 
and elongation of the organ. 

Aubrey Goss Morcan, M.D. 


Cascao de Anciaes, J. H.: The Pathogenesis of Gall 
Stones and the Functions of the Gall Bladder 
(Contribuicao para o estudo da patogenia de litiase 
biliar e des funcdes vesiculares). Arg. de patol., 
1934, Vi. 

The first part of this articie deals with the physi- 
ology, normal anatomy, and pathological anatomy 
of the biliary tract. 

In the second part the author reports the findings 
of his experimental investigations regarding the 
pathogenesis of gall stones and the functions of the 
gall bladder. In experiments on sixty-seven dogs he 
followed up the formation of precipitates and con- 
crements in the gall bladder from the first traces of 
precipitation to the definite formation of stones. In 
other experiments he studied the function of the 
gall-bladder mucous membrane, especially its con- 
centrating capacity and secretory function. When the 
cystic duct was ligated an amorphous bilirubin 
precipitate was formed in forty-five minutes. Later, 
the precipitates and concrements disappeared as the 
result of transformation of the bilirubin into bili- 
verdin brought about by the mucus and oxydases of 
the gall bladder. 

When inflammation of the gall-bladder mucous 
membrane was produced by mechanical irritation 
and infection, the inflammation caused cholesterol 
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precipitates that were not seen in simple stagnation. 
On faradic stimulation of the vagus with ligation of 
the cystic duct, macroscopic concrements were 
formed in two hours. Stimulation of the vagus also 
caused the precipitation of cholesterol and lipoid 
infiltration of the mucous membrane. 

In another series of experiments the author studied 
variations in the concentration of bilirubin and 
cholesterol following variations in the size of the gall 
bladder caused by stimulation of the vagus. He 
found that the increase in concentration exceeded 
the reduction in the size of the gall bladder. From 
this he concluded that bilirubin and cholesterol are 
produced by the gall-bladder wall, either by excretion 
or by a re-excretion similar to that which takes place 
in the intestine. He found also that the gall-bladder 
epithelium excreted dyes and iodine given paren- 
ierally, an observation which supported his theory 
that the epithelium has excretory functions. 

From the embryological development of the gall 
bladder he concluded that the gall-bladder mucous 
membrane secretes ferments. After ligation of the 
cystic duct in experiments carried out to prove this 
theory he found protease, amylase, and lipase and 
noted that the amount of lipase increased under the 
stimulating action of pilocarpin and histamin while 
the amylolytic and proteolytic ferments showed no 
appreciable change. He believes that the gall- 
bladder lipase is secreted by the glands of the gall 
bladder in a manner similar to that in which in- 
testinal lipase is secreted, and that its function is to 
split cholesterol before it is absorbed by the mucous 
membrane. He found that histamin caused pan- 
creatic hypersecretion independently of gastric 
hypersecretion. In a study of the diffusion of bile in 
dialysis tubes he found that the pigments acted like 
diffusible salts. He thinks that when the mucous 
membrane is inflamed it acts as a dialysis membrane, 
preventing the absorption of cholesterol and per- 
mitting dialysis of pigments, thus producing the 
white bile of gall-bladder hydrops and pure choles- 
terol stones. 

The article has a large number of illustrations and 
an extensive bibliography. 

AuprEY Goss Morcan, M.D. 


Thorek, M.: Electrosurgical Obliteration of the 
Gall Bladder. J. Am. M. Ass., 1934, ciii, 169. 


The procedure described is carried out under 
general or spinal anesthesia. Following ample 
exposure with mobilization of the falciform liga- 
ment, the gall-bladder contents are aspirated and 
the biliary passages explored. Double ligation and 
division of the cystic duct and artery are then done 
and the redundant part of the gall-bladder wall is 
removed by means of a special diathermy scissors 
with simultaneous coagulation of the branches of 
the cystic artery coursing in the gall-bladder wall. 
Only the portion of the gall-bladder wall which is 
attached to the gall-bladder bed is permitted to 
remain. This is slowly coagulated to the desired 
depth. The edges of the coagulated segment of 


gall bladder are then approximated with catgut 
sutures and the falsiform ligament is attached to 
the coagulated area by sutures previously left long. 
No drains are used. 

This method was used in a series of seventy-five 
consecutive unselected cases without a fatality. Its 
value lies in: (1) the possibility of obliterating and 
covering the gall-bladder bed which contains capil- 
laries and often larger bile ducts that, if not obliter- 
ated, often cause bile leakage, and (2) the omission 
of drainage, which favors bile seepage. 

EvizABETH M. CRANSTON. 


Trinchera, C.: The Pathological Anatomy and 
Physiopathology of the Pancreas in Intestinal 
Occlusion (Anatomia patologica e fisiopatologia 
del pancreas nelle occlusioni intestinali). Policliv., 
Rome, 1934, xli, sez. chir. 319. 


The author reports experiments on dogs in which 
Pawlow’s pancreatic fistula were established and the 
function of the pancreas was studied after high and 
low occlusion of the small intestine. He found that 
high occlusion of the intestine does not greatly affect 
either the internal or the external secretion of the 
pancreas. The pancreas was examined both macro- 
scopically and microscopically. There were no 
marked changes in the organs, either necrotic or 
degenerative. During life, the concentration of the 
ferments in the pancreatic juice was normal and 
there was no marked change in the diastase content 
of the urine or blood serum. Neither was there any 
marked change in the blood sugar or, more important, 
in the curve of glucose concentration in the blood 
tested by a provoked fasting glycemia. 

Mention is made of the report by Johnstone, 
Clasen, and Orr in the October, 1933, issue of Sur- 
GERY, GYNECOLOGY, AND OBSTETRICS of experi- 
ments on animals in which the pancreatic duct was 
transplanted into the jejunum and the intestine oc- 
cluded above this point so that the external secretion 
of the pancreas was preserved to the rest of the 
intestine These animals survived much longer than 
animals in which the pancreatic secretion was cut 
off. The author says that this observation confirms 
his findings as it shows that the external secretion of 
the pancreas is necessary to life and in high intestinal 
occlusion is preserved sufficiently. 

Aubrey Goss Morean, M.D. 


Rienhoff, W. F., Jr., and Lewis, D.: Surgical Affec- 
tions of the Pancreas Met With in the Johns 
Hopkins Hospital from 1889 to 1932, Including 
a Report of a Case of an Adenoma of the Islands 
of Langerhans and a Case of Pancreatolithiasis. 
Bull. Johis Hopkins Hosp., Balt., 1934, liv, 386. 


The authors have reviewed the cases of pancre- 
atic disease seen on the surgical service of the Johns 
Hopkins Hospital from its opening in 1889 to the 
year 1932. During these forty-three years there 
were admitted to the medical and surgical services 
167 cases of pancreatic disturbances, not including 
cases of diabetes mellitus. Exclusive of 9 cases 
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which were classified on the medical service as cases 
of pancreatic insufficiency, there were 158 cases of 
disease of the pancreas among 78,000 cases treated 
on the surgical service during the period covered by 
the investigation. 

Of these 158 cases, 109 (68.99 per cent) were cases 
of carcinoma of the pancreas; 20 (12.66 per cent), 
cases of chronic pancreatitis; 18 (11.39 per cent), 
cases of acute pancreatitis; 2 (1.27 per cent), cases 
of pancreatic abscess; and 7 (4.43 per cent) cases of 
pancreatic cyst. In 1 case, so-called pancreatic 
apoplexy was present, and in 1 case, a benign tumor 
was found. 

The authors discuss each type of lesion sepa- 
rately. They state that acute pancreatitis has very 
characteristic signs and symptoms, but is frequently 
not recognized because the surgeon fails to consider 
the possibility of its presence. The indescribable 
pain, very sudden in onset, the extreme agony ac- 
companying it which is more severe than that asso- 
ciated with perforated gastric or duodenal ulcer, 
comes on often after a good meal. The patient lying 
perfectly quiet and flat on his back presents a 
marked contrast to the patient suffering from he- 
patic or renal colic who tosses and turns constantly. 
The painful drawn facies, the history of severe epi- 
gastric pain, the general condition of shock with a 
thready and barely perceptible pulse, and the cold, 
clammy, and often cyanotic extremities make up a 
disease picture that can hardly be mistaken. The 
pain, which usually comes on at night, after a full 
meal, and is of a stabbing type, is commonly located 
in the pit of the stomach, but may be felt also in the 
back and flanks. A peculiar cyanosis of the face and 
neck associated with slate-blue patches in the skin 
of the extremities occurs practically only in acute 
pancreatitis. In the cases reviewed by the authors 
there was uniformly a leucocytosis varying from 
9,000 to 33,000 and in the great majority the white 
cell count ranged from 15,000 to 33,000. Most of the 
patients were between twenty-five and fifty years of 
age. 

All cases of acute pancreatitis were treated surgi- 
cally. The most important surgical procedure in 
this condition is free exposure of the pancreas with 
incision through the posterior peritoneum and the 
capsule of the gland followed by the establishment of 
drainage down to, and into, the pancreas. If the pa- 
tient’s condition permits, it is well to establish 
drainage of the gall bladder and common duct and, 
if possible, to make certain that the common duct is 


patent. Of the patients treated in this manner, 55.56 
per cent were cured, 5.56 per cent were benefited, 
and 38.89 per cent died. 

In the 2 cases of pancreatic abscess the mass 
pointed in the region between the spleen and the left 
lobe of the liver. As a rule the mass can be palpated 
in the left upper quadrant and the tenderness is re 
ferred to this region. In both of the reviewed cases 
anterior drainage was accomplished with very good 
results. 

In the case of pancreatic apoplexy death resulted 
from erosion of the superior pancreaticoduodenal 
artery. The authors call attention to the fact that 
the rapid clinical course and the complete necrosis 
of the pancreas terminating in death were suggestive 
of a devastating chemical reaction rather than an 
inflammatory process. 

One of the most characteristic symptoms of 
chronic pancreatitis, which was present in 95 per 
cent of the reviewed cases, is a chronic deep, dull, 
aching, and boring pain in the epigastrium which is 
very difficult to relieve. Nausea and vomiting oc 
curred in go per cent of the cases. 

Operation was performed in all of the cases with 
only 1 fatality. Procedures which do not specifically 
lead to drainage of the pancreas are inefficient. If 
the diagnosis is doubtful, the pancreas may be ex- 
plored as the chronic inflammation permits repair of 
the surgical defect in the gland. Of the cases re 
viewed, drainage of the gall bladder was done in 9 
with cure in 4 and improvement in 5. A cure was 
obtained also by cholecystectcmy in 1 case, chole- 
cystectomy with drainage of the common duct in 2 
cases, cholecystogastrostomy in 1 case, drainage of 
a small cavity in the pancreas in 1 case, and the re- 
moval of a stone from the duct of Wirsung in 1 case. 

There were 110 cases of new growths. In 1 of these 
the tumor was benign, an adenoma of the islands of 
Langerhans. The 109 other tumors were carcino 
mata. Of these, 86.21 per cent were in the head of 
the pancreas, 3.45 per cent in the body, 3.45 per cent 
in the tail, and 6.9 per cent were diffuse. In no case 
was an attempt made to remove the carcinoma. In 
these cases cholecystogastrostomy is preferable to 
cholecystenterostomy. It was found the most satis- 
factory of all methods used for alleviation of the 
symptoms. 

In all of the cases of pancreatic cyst transperito- 
neal drainage through the gastrohepatic and gastro- 
colic omenta was done and was followed by recovery. 

Ear O. Latimer, M.D. 
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GYNECOLOGY 


UTERUS 


Ramirez, E., and De Lille, J.: A Contribution to 
the Study of the Physiology of the Uterus as a 
Muscular Organ (Contribucién al estudio de 
fisiologia del utero como érgano muscular). Med. 
rev. Mexicana, 1934, XiV, 207. 

This is a comprehensive review of experimental 
investigations on the physiology of the uterus as a 
muscular organ. With the work of others, the 
authors cite their own previously reported studies 
on the action of various vagotropic and sympa- 
thicotropic substances on the intra-uterine ganglia 
in the isolated non-pregnant and pregnant uterus of 
ihe rabbit and guinea pig. They believe that the 
nethod of ligation for physiological isolation of the 
ganglionic plexuses is particularly adapted to solu- 
tion of the problem of neuromuscular relationships 
in the uterus. 

The article contains numerous kymographic 
records and is supplemented with a bibliography. 

M. E. Morse, M.D. 


Viannay, Basset, Faure, Auvray, and Others: Dis- 
cussion of the Procedure To Be Followed in 
Case of Perforation of the Uterus During Cu- 
rettage (Sur la question de la conduite a tenir en 
cas de perforation utérine au cours du curettage). 
Bull. et mém. Soc. nat. de chir., 1934, lx, 636. 


VIANNAY said that the management of cases of 
perforation of the uterus during curettage must be 
adapted to the conditions in the particular case. He 
reported two cases and summarized his views as 
follows: 

1. Perforation of a uterus which is clinically free 
from infection should be treated expectantly. 

2. In cases of perforation of a uterus which is 
obviously infected an immediate posterior colpot- 
omy should be done and the surgeon should be pre- 
pared to perform an immediate hysterectomy if this 
should become necessary. 

3. Perforation resulting from curettage performed 
by another surgeon under unknown circumstances 
should be treated by immediate laparotomy or vagi- 
nal hysterectomy. The decision with regard to su- 
ture of the rent should be made by the surgeon at the 
time the abdomen is opened, not before. 

4. Associated visceral lesions indicate immediate 
laparotomy. 

BASSET stated that he favors exploratory laparot- 
omy even in doubtful cases as early operation per- 
mits prompt treatment in serious cases and does no 
harm if repair is unnecessary. He considers vaginal 
hysterectomy too radical in most cases. He con- 
demns posterior colpotomy because it does not per- 
mit verification of, or easy access to, the lesion. He 
believes that hysterectomy is indicated when the 


perforation is large or multiple perforations are pres- 
ent; when the uterus has been incompletely evacu- 
ated or is frankly infected or friable; and when, 
because of the presence of gestational products, 
blood, or exudate within the pelvis, it is necessary to 
establish vaginal drainage. He stated that if laparot- 
omy is performed early enough, mere suturing of the 
wound is suflicient if the indications for hysterec- 
tomy mentioned are absent. 

FAvuRE expressed the opinion that infection rather 
than the perforation is the most important factor. 
He stated that in the absence of signs of peritoneal 
involvement (abdominal rigidity, distention, nausea, 
and elevation of the temperature), he advises ex- 
pectant treatment, but that when infection, either 
mild or severe, is present, a vaginal or abdominal 
hysterectomy is indicated. He prefers the vaginal 
operation as he considers it less dangerous than the 
abdominal operation and it can be performed more 
quickly. He disapproves of attempts to suture the 
perforation as in most instances the perforation will 
heal of its own accord unless it is very extensive; 
proper suturing of the rent is usually impossible be- 
cause the tissue is friable; and suturing may intensify 
rather than arrest the bleeding. 

Auvray also advocated conservatism. He stated 
that in all cases seen by him expectant treatment 
was given and recovery resulted. As soon as the per- 
foration was noted by the surgeon further curettage 
was discontinued. Ice bags were applied to the 
abdomen and the patient was kept in bed under 
close observation for possible further symptoms. 
While Auvray does not deny that surgical interven- 
tion is sometimes indicated, he stated that he re- 
serves operation for cases of grave hemorrhage or 
frank infection. He condemned routine exploratory 
laparotomy. Posterior colpotomy he regards as use- 
less because it does not permit repair of the lesion. 
He believes that laparotomy is the most logical 
means of approach because it, alone, permits proper 
exposure of the lesion and attending complications. 

Brocg confined his discussion to perforation fol- 
lowing curettage after abortion. In general he favors 
exploratory laparotomy because of the fear of asso- 
ciated lesions which, without it, would not be recog- 
nized until too late. He believes that suture of the 
perforation is indicated more often than hysterec- 
tomy, although he admitted that in cases treated 
by suture healing will usually occur without any 
intervention whatever. He believes that hysterec- 
tomy is indicated when the perforation is extensive 
and when the uterus is incompletely emptied or 
obviously infected. 

HvEt cited five cases which he had observed. He 
stated that he doubts the efficacy of suturing in- 
fected and damaged tissues of doubtful vitality. His 
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cases show the difficulty of making an accurate 
diagnosis. In many cases the perforation may be 
overlooked, whereas in others an apparently definite 
perforation cannot be found. While hysterectomy 
is a radical method of treatment for most cases, it 
removes possible complications, particularly those 
resulting from defective healing of the uterine wound. 
Monpor condemned posterior colpotomy as a 
useless therapeutic as well as a useless diagnostic 
procedure. He questioned also the value of vaginal 
hysterectomy because it does not permit ready in- 
spection of the pelvis for other possible accidents 
resulting from the perforation of the uterus. While 
he recognizes the possibility of spontaneous cure, he 
urged that cases with an unfavorable outcome be 
reported in order that physicians may be reminded 
of the dangers attending uterine perforation. 
Haroip C. Mack, M.D. 


Orsés, F.: Tumor-Like Glia Proliferation in the 
Uterus (Geschwulstartige Gliawucherung in dem 
Utérus). Zischr. f. Geburtsh. u. Gynaek., 1934, cvii, 
354- 

In the case of a twenty-nine-year-old woman with 
irregular menstrual periods who had borne two 
children eleven and nine years previously and had 
had seven abortions during the first three months of 
gestation, curettage removed a large amount of 
thickened cervical mucous membrane showing large 
and small islands of glia which were sharply circum- 
scribed but joined together by offshoots. Within 
the islands of glia were small inclusions of cervical 
mucosa (glands) and muscle bundles. In numerous 
areas the surface of the mucosa was thrown intc 
papillary elevations by the underlying glial tissue. 
Except for the absence of definite nerve fibers and 
ganglion cells, the identity of the glia was unmis- 
takable, as is evident from the photomicrographs. 
The staining properties also were characteristic. In 
the network of uniformly thick fibers without nodes 
there were cells of varying size which were more or 
less scattered or arranged in groups and showed 
several star-like projections. Besides the larger cells 
rich in protoplasm there were smaller cells poor in 
protoplasm which were sparsely scattered through 
the very fibrous tissue. In some of the smaller glial 
islands there were larger cells, some of which showed 
many nuclei and long thick projections. The latter 
resembled ganglion cells, but lacked characteristi- 
cally staining nerve fibers. These appeared to be 
pathologically hypertrophied glial cells. 

Curettage repeated after five months yielded the 
same findings. Four months later the uterus was 
removed because of renewed bleeding. The uterus 
was enlarg>d, and a polyp from 3 to 4 cm. long hung 
from the cervix into the vagina. The polyp con- 
tained glia, and glia appeared to have replaced the 
endometrium of the fundus of the uterus. Glia was 
found also when the uterus was cross-sectioned in 
the central portion. Microscopic examination re- 
vealed a similar glial proliferation in the mucosa 
from the fundus to the cervix, but not in the muscu- 
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lature. In spite of the extensive involvement of the 
endometrium with glia, neither degeneration nor any 
sort of reaction of the mucosa was visible. Only 
below the ostium of the right fallopian tube there 
was a small hyalin island of cartilage with calcium 
deposits like dust particles and a few groups of 
cartilage cells invaded by glia. 

The author concludes that of the various theo 
retically possible causes of the condition—sympa- 
thoma, metaplasia, mixed tumor, and implanta 
tion of parts of an embryo—the last mentioned is 
most probable. He suggests that implantation from 
the medullary canal and a “sclerotom”’ of the em 
bryo may have occurred during a curettage. How- 
ever, he admits the possibility that the implanted 
glia became changed to a benign glioma after los 
of the ganglion cells. The neoplasm was not a 
destructive tumor of the mixed-tumor type. 

R. MEYER (G). 


Hufnagl, K.: Ureteral Stenosis in Carcinoma of the 
Cervix (Ureterstenose bei Collumcarcinom). Ziéschr. 
f. urol. Chir., 1934, XXxix, 7. 

The author discusses stenosis of the ureter in car- 
cinoma of the cervix on the basis of five cases ob- 
served clinically on the urological service of the 
St. Hedwig Hospital, Berlin. He states that if no 
infection is present in carcinomatous changes of the 
female genital organs ureteral compression is usually 
due only to an increase in the size of the affected 
organ, but if—often as the result of operation— 
infection involving the ureteral wall is added to the 
already existing compression a true ureteral stricture 
results. The interference with urination is then the 
consequence of both compression and infection. 

As a rule the stenosis occurs between the bladder 
and the point where the uterine artery crosses the 
ureter. It is rare that the carcinomatous infiltration 
spreads in the retroperitoneal tissues along the ure- 
ters to the region of the kidney as in one of the cases 
reviewed. The degree of the ureteral stenosis is not 
always dependent upon the extent of the carcinomat- 
ous changes in the genital organs. On the other 
hand, the symptoms of retention in the upper 
urinary passages parallel the degree of the stenosis. 
At first there is usually only slight discomfort. This 
increases to severe pain only when the stenosis be- 
comes marked, and advances to colic as the urinary 
retention becomes greater. With increasing failure 
of urinary secretion, pre-uremic conditions develop. 

In the general determination of the indications 
determination of the degree of the stenosis by ure 
teral catheterization and filling urography and of 
the functional capacity of the kidneys by functional 
tests with elimination urography is of importance. 
In complete stenosis and in well-developed stenosis 
without complete closure, filling urography is im- 
possible and the results of functional tests and of 
elimination urography are not dependable. In such 
cases determination of the residual nitrogen and of 
the indican in the blood is of special importance. 
The changes in the urinary organs often develop 
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very early. According to the literature, only one- 
half of patients with carcinoma who are not oper- 
ated upon or who develop a recurrence die of the 
basic disease or of intercurrent diseases. The other 
half die of uremia, pyonephrosis, or sepsis. There- 
fore a palliative operation should be performed as 
carly as possible. Even when renal insufficiency has 
begun, improvement may be expected after opera- 
tion. Only in advanced parenchymatous destruc- 
‘ion is surgery hopeless. It is preferable to implant 
the ureter divided above the compression area into 
he skin than to implant it into the intestine. In a 
ase of severe carcinomatous and infectious involve- 
ient of the renal pelvis and kidney, nephrostomy 
aid decapsulation were done and the subsequent 
reatment was limited to irradiation. 
Von ScANZONI (Z). 


Graff, E. von: Cancer of the Cervical Stump Follow- 
ing Subtotal Hysterectomy. Am. J. Obst. & 
Gynec., 1934, Xxviii, 18. 

In a review of the literature on cancer of the 

ervical stump after subtotal hysterectomy the 
author found that twice as many cases were re- 
ported between 1920 and July 1933 as ever before. 

\le is of the opinion that all of the patients in whom 

the cancer appeared only a year after the subtotal 

hysterectomy (more than 50 per cent of the total 
number developing the condition) would have been 
safe for the rest of their lives if they had had a total 
hysterectomy. He states that the superiority of total 
hysterectomy over subtotal hysterectomy has never 
been supported by evidence so strong as the reports 

of 804 cases of cancer in the cervical stump over a 

period of twelve years and a total of 1,160 cases. 

Comparison of the 0.6 per cent possibility of can- 
cer after subtotal hysterectomy with the actual 4 per 
cent incidence of stump cancer indicates that the 
danger of cancerous degeneration present at the time 
of operation or developing later is more than 61% 
times as great as ordinarily reckoned. 

In conclusion the author states that stump cancer 
following subtotal hysterectomy is much more fre- 
quent than is generally believed. Lacerations of the 
cervix and cervicitis following childbirth are unduly 
emphasized as initiating factors. Jewish women are 
protected by racial immunity against cancer of the 
cervix, a fact which may somewhat explain conflict- 
ing opinions as to the danger and frequency of stump 
cancer following subtotal hysterectomy. As cancer 
of the cervix is especially frequent in fibroid uteri, 
women with fibroids are more likely than others to 
develop cancer of the cervical stump. 

Attempts to prevent stump cancer by destroying 
the cervical mucosa have failed as more than 80 per 
cent of stump cancers originate from the squamous- 
cell epithelium of the vaginal portion of the cervix. 
The only reliable protective measure against stump 
cancer is total hysterectomy. 

In the discussion of this report LyNcu said that he 
knew of no reason why removal of the cervix in an 
ordinary uncomplicated case, such as a case of 
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fibroids, should have any higher mortality than the 
removal of a cervix which is ultimately infected. 

Busts reported 2 cases of cancer of the cervix in 
Jewish women. 

DavlIs reported 3 cases of carcinoma of the cervical 
stump. He stated that he still performs more sub- 
total hysterectomies than total hysterectomies as 
many of his patients have a deep pelvis and very 
extensive pelvic inflammatory conditions which 
render total hysterectomy difficult. 

Voet said that he had performed only 37 subtotal 
hysterectomies. In 2 cases, a carcinoma of the cervix 
was recognized only after the uterus was removed. 
In 2 cases, carcinoma developed in the cervical 
stump. 

FALLS reported that of 128 cases in which an 
operation was done for fibroids, malignancy was 
found in 13.8 per cent. Epwarp L. Cornett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Pardini, I.: A Myoma of the Intra-Abdominal 
Portion of the Round Ligament (Un mioma 
della porzione intraddominale del ligamento roton- 
do). Clin. ostet., 1934, Xxxvi, 355. 

The case reported was that of a woman forty 
years of age. The tumor was complicated by a 
hypertension of 260/130. After satisfactory reduc- 
tion of the blood pressure by several venesections, 
laparotomy and a simple myomectomy were done. 
The tumor was situated in the substance of the 
round ligament. It weighed 100 gm. Histological 
examination showed it to be a pure myoma. 

In a review of the literature the author was able 
to find the records of 160 cases of myoma of the 
round ligament. In 120, the neoplasm was in the 
extra-abdominal portion and in 4o in the intra- 
abdominal portion of the ligament. 

GeEorcE C., Frnota, M.D. 


Jeanneney, G.: Surgical Treatment of Ovarian In- 
sufficiencies (Traitement chirurgical des insuiii- 
sances ovariennes). Rev. franc. de gynéc. et d’obst., 
1934, XXiX, 590. 

There are some cases of insufliciency of the ovary, 
rather rare however, that are so severe and so re- 
sistant to other forms of treatment that surgical 
treatment is required. The author describes the 
biological tests for major insufliciency of the ovary. 
He states that there are still too many unknown 
factors in the condition for the gynecologist to be 
able to say definitely whether a given case is surgical 
or medical or to promise definite results from either 
form of treatment. Surgery of insufficiency of the 
ovary is still an exceptional surgery, limited in its 
effectiveness and therefore in its indications. 

The pathogenesis of insufficiency of the ovary is 
infinitely complex. The ovary is not an isolated 
organ. It is so intimately connected with the 
uterus and the other endocrine glands that an 
insufficiency may be due, not to disease of the ovary 
itself, but to disequilibrium of the whole chain of 
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endocrine glands or dysfunction of a gland other 
than the ovary. In some syndromes due to disease 
of the hypophysis, suprarenal, or thyroid, aplasia 
of the ovary is only a secondary phenomenon and 
any ovarian treatment, medical or surgical, will be 
useless until the primary lesion is treated. In some 
obscure cases the surgeon must determine whether 
the ovarian disturbance is really primary and 
whether the failure of medical treatment was not 
due to an erroneous interpretation of the patho- 
genesis of the condition. Therefore it is of primary 
importance to make a careful diagnosis of the cause 
before proceeding to treatment. 

Surgical treatment is indicated in non-compen- 
sated major insufliciencies of the ovary in which the 
clinical signs (vasomotor disturbance and severe 
hot flashes), the therapeutic signs (ineffectiveness of 
medical treatment), and the biological signs (the 
findings of interferometry and the folliculinemia 
curve) show a severe or intractable condition. 
These cases are exceptional. 

In some cases of congenital insufficiency of the 
ovaries the condition is due to veritable aplasia of 
the genital tract and exploratory laparotomy may 
show the cause and indicate that plastic treatment 
may be effective. In pure genital infantilism, 
operation on the sympathetic and the ovary gen- 
erally gives mediocre results, but as occasionally it 
has yielded excellent results an attempt at surgical 
intervention is justifiable. In genital aplasias 
secondary to lesions of the hypophysis, suprarenals, 
and thyroid the treatment should be directed at the 
primary disease and if necessary polyvalent grafts 
should be used. The insufficiencies of puberty often 
result from genital hypoplasia which can be im- 
proved by grafts or sympathectomy. As they are 
often due also to latent inflammatory lesions, par- 
ticularly tuberculosis of the adnexa, surgical ex- 
ploration is justifiable. 

Of the many forms of insufficiency occurring in the 
course of active sexual life, the majority are due to 
congenital disability aggravated by some other 
factor. In some cases infection brings about 
castration, while in others cysts of the ovary or of 
the corpus luteum produce inhibiting reflexes. In 
both these groups surgery is useful. In the former, 
the use of autogenous grafts, operation on the pelvic 
sympathetic, hypogastric sympathectomy, or re- 
section of the presacral nerve is indicated. In the 
latter, the diseased ovary should be removed. In 
these cases the surgeon is often surprised to find an 
ovarian insufficiency cured by an ordinary abdom- 
inal operation such as appendectomy or cholecys- 
tectomy. Theoretically, these cases show that there 
are inhibiting reflexes between the various viscera, 
and practically they show that the cause of ovarian 
insufliciency may lie outside the genital tract. 

In the premature menopause surgery gives only 
mediocre results. Grafts and operations on the 
pelvic sympathetic do not succeed unless the in- 
sufficiency is comparatively recent and the patient 
is not too old actually and physiologically. 


Some cases of dysfunction and hypofunction of 
the ovary, such as those of dysmenorrhoea and 
sterility, are amenable to surgical treatment. 

The most important indications for surgery are 
found in cases of surgical castration. In these, the 
difficult problem is to remove only just as much as 
is necessary and not enough to cause a severe pre- 
mature menopause. When economical surgery is 
impossible and all the ovarian tissue must be re- 
moved, autografts should be used to prevent severe 
signs of the menopause. Heterologous grafts prac 
tically always fail. Even homologous grafts from 
individuals of the same group and of the same age 
which are implanted with the greatest care generally 
undergo sclerosis after a varying length of time. 
The graft is only a reservoir of hormones for a cer- 
tain time rather than an active gland. However, it 
often serves to tide the patient over to a normal 
menopause. 

In hypofunction of the ovary from infantilism 
the results of grafting are very mediocre. Neverthe- 
less, successful results from time to time show that 
grafting is worth while trying in order to determine 
the rules which govern the effects. The technique 
which is generally used and is recommended by the 
author is that of Douay, in which the ovarian tissue 
is grafted into the labium majus. In this site the 
graft can be kept under observation and if necessary 
can be re-activated from time to time by injections 
of folliculin or extract of the anterior lobe of the 
hypophysis. 

As the ovarian insufficiency of the menopause is 
normal, any attempt to combat it seems to be a 
biological error. However, when anomalies or 
diseases are associated with the menopause an 
effort to correct them is entirely justifiable. Grafts 
may be tried in these cases, but as the organism is 
not receptive they are generally absorbed in a short 
time and their effects are not very marked. 

With the exception of grafting, surgical methods, 
direct and indirect, have given only uncertain 
results. Surgery ‘in this field has gone in advance of 
physiological knowledge, which generally serves as 
its guide. However, this empiricism is not to be 
condemned. Its chance victories have opened up 
new fields for investigation, and the accumulation 
of positive and negative results forms a basis for 
scientific data of great value. 

AupREY Goss Morcan, M.D. 


Pratt, J. P.: Mild Symptoms from Rupture of a 
Follicle Cyst or Corpus Luteum. Am. J. Obst. & 
Gynec., 1934, xxvii, 816. 

The author reports ten cases of exaggerated 
physiological function or pathological function of 
the ovaries giving rise to symptoms. The symptoms 
of this condition must be differentiated from those 
of ectopic pregnancy, endometriosis, twisted ovarian 
pedicle, and gastro-intestinal disturbances, especially 
appendicitis. 

The differentiation of the symptoms produced by 
irritating fluid from the follicular apparatus from 
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ihe symptoms of appendicitis of the obstructive 
type is most urgent. Suddenness of onset is charac- 
teristic of both the pelvic condition and obstruction 
of the appendix, but in the latter the vomiting is 
usually much more pronounced, the pain more 
intense, the temperature higher, and the leucocyte 
count greater. Observation for one or two hours 
will usually be sufficient to establish or disprove 
the presence of obstructive appendicitis. 

The inflammatory type of appendicitis cannot be 
differentiated so quickly as its onset is insidious and 
its progress slower. However, because of its slow 
progress, the period of observation may be longer. 

The localization of the tenderness is important in 
cither type of appendicitis. In disturbance of the 
follicular apparatus the maximum tenderness is 
isually below McBurney’s point, while in appen- 
dicitis it is at McBurney’s point. Repeated attempts 
by the patient and the examiner will help to estab- 
lish the localization satisfactorily. Confirmation 
may be obtained by bimanual palpation and manipu- 
jation of the ovary. 

In the case of a woman in the reproductive age 
vho complains of pain in the lower abdomen during 
the middle or latter half of the intermenstrual 
period which is accompanied by tenderness of the 
ovary, a slight elevation of the temperature, and a 
mild leucocytosis, the possibility of irritation from 
iluid from the follicle or corpus luteum should be 
considered even when there is a history of anorexia, 
nausea and occasional vomiting. 

EDWARD L. CoRNELL, M.D. 


Crossen, R. J., and Soule, S. D.: Successful Re- 
moval of a 75-Lb. Ovarian Cyst. Am. J. Obst. & 
Gynec., 1934, XXViii, 137. 

A woman sixty-one years of age complained of 
progressive enlargement of the abdomen over a pe- 
riod of twenty-three years, a gain of 180 lbs. in 
weight during the last five years, oedema of the lower 
extremities during the last two years, and more 
recently, dyspnoea, burning on urination, nausea, 
and vomiting. During the last five years there had 
been also a marked increase in the rate of growth. 

The abdomen was found filled with fluid and en- 
larged to a huge size. When the patient assumed an 
erect posture, the mass hung down to the knees. 
When she lay flat on her back, the circumference of 
the abdomen at the level of the iliac crests was 71 in. 

Under morphine-hyoscine semi-narcosis supple- 
mented by local anesthesia induced with 1 per cent 
nupercaine, an incision extending upward for a dis- 
tance of 10 in. was made to the right of the umbilicus. 
The abdominal wall was about 2 in. thick and con- 
tained practically no muscle in the midline. When 
the fascia was opened the peritoneum was found 
attached to it. The cyst wall presented and was 
caught with two forceps. On the introduction of a 
trocar, 28,000 c.cm. of fluid were removed during a 
period of thirty minutes. The cyst wall was then 
worked up gradually through the incision. There 
were no adhesions. The pedicle was ligated. On the 
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right side there was an intraligamentary cyst filling 
the entire pelvis and raising the posterior peritoneum 
almost to the reflection of the diaphragm. No at- 
tempt was made to remove this cyst. Two assistants 
on each side maintained pressure as the fluid was 
withdrawn. The patient withstood the operation 
well. 

There was a weight loss of 7514 lbs. The post- 
operative course was surprisingly smooth. The pa- 
tient was discharged from the hospital on the 
seventeenth postoperative day. The laboratory diag- 
nosis was pseudomucinous cystadenoma of the ovary. 
Since the operation there has been no evidence of 
enlargement of the abdomen and no further opera- 
tive treatment has been advised. 

Epwarp L. Cornett, M.D. 


Baccarini, L.: A Contribution to the Study of 
Ovarian Teratomata in Childhood (Contributo 
allo studio dei teratomi ovarici nell’ infanzia). 
Arch. ital. di chir., 1934, XXxvi, 161. 

The genesis of ovarian teratomata is still obscure. 
Numerous theories have been advanced regarding 
it, but none has proved entirely satisfactory. At 
the present time the parthenogenetic and the 
blastomeric theories are most widely accepted. 

Baccarini reports an ovarian teratoma occurring 
in a child eight years of age which was removed 
successfully by abdominal section. The clinical 
history and histological findings are reported in 
detail. Several photomicrographs are included in 
the article. GrorceE C., Frvora, M.D. 


EXTERNAL GENITALIA 


Taddei, A.: Adenoma of the Sweat Glands in the 
External Genitalia of the Female (Adenoma 
delle ghiandole sudoripare dei genitali esterni 
femminili). Clin. ostet., 1934, XxXxvi, 220. 

Histological study of a tumor mass removed under 
local anesthesia from the posterior one-third of the 
right labium majius of a woman forty-four years old 
revealed an encapsulated adenoma of a sweat gland. 
From a review of the literature, Taddei draws the 
following conclusions: 

1. The condition is very rare, only thirty-two 
cases having been reported previously. 

2. The incidence of malignant transformation 
with metastasis is relatively high. 

3. The etiology has not been definitely estab- 
lished, numerous and diverse theories having been 
advanced. 

4. As the diagnosis is impossible without his- 
tological examination, all nodules in and about the 
vulva should be removed even when their appear- 
ance is benign. GEORGE C. Finora, M.D. 


Black, W. T.: Posterior Vaginal Hernia. 
Obst. & Gynec., 1934, xxvii, 837. 


Am. J. 


Posterior vaginal hernia is rare. In a review of the 
literature, records of only sixty-one cases were 
found. The author reports a case of such a hernia in 
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a woman sixty-five years of age. Seven weeks before 
the patient consulted Black she had had a fall which 
resulted in severe pain in the rectovaginal region. 
After the injury she was unable to work until she 
received surgical relief. Pelvic examination revealed 
a second-degree laceration of the perineum and a 
large mass bulging through the posterior vaginal 
canal and vulvar orifice. 

At operation it was found that the enterocele had 
descended through the mesial line of the pelvis, 
which is the weakest portion of the pelvic cavity. 
Ligation of the sac was done as in inguinal herni- 
otomy. A suture was passed through the stump of 
the sac and fixed to the posterior surface of the 
uterus. The technique of the rest of the operation 
was the same as that employed for a high peri- 
neorrhaphy. EpWARD L, CorNELL, M.D. 


MISCELLANEOUS 


Siegert, F.: Experiences With, and Results of, the 
Hormone Treatment of Disturbances of the 
Female Genitalia (Erfahrungen und Ergebnisse 
mit der Hormonbehandlung weiblicher Genital- 
stoerungen). Zéschr. f. Geburish., 1933, Cvii, 117. 


In the period from 1929 to 1932, 118 cases of dis- 
turbances of the female genitalia were treated with 
sex hormones (follicular hormones and gonodotropic 
hormones) by various methods based on various 
theories. In all cases of disturbances of genital func- 
tion during the reproductive period of life, from 300 
to 400 units of follicular hormone were given daily 
over a period of fourteen consecutive days during the 
intermenstrual interval. In cases of disturbances 
with evidences of functional deficiency, a dosage 
adapted to the requirements of the particular pa- 
tient was given over a longer period of time. Hor- 
mone of the anterior lobe of the hypophysis and fol- 
licular hormone were given either separately or to- 
gether over a period of fourteen consecutive days. 
The hormone of the anterior lobe of the hypophysis 
was given by injection and the follicular hormone by 
mouth. The treatment was continued for at least six 
months. 

In a case of primary amenorrhcea in a woman with 
normally developed genital organs and marked 
adiposity, 105,000 rat units of prolan, 55,000 mouse 
units of follicular hormone, and 50 tablets of inkrelan 
were given in a period of six months. This treat- 
ment resulted in a decrease in weight of 12 kgm., but 
did not re-establish menstruation. Even after further 
treatment with both thyroid and follicular hormones 
there was no change in the genital condition. 

In the case of a twenty-five-year-old woman with 
typically infantile genitalia and primary amenor- 
rhoea, 28,000 rat units of prolan were given by injec- 
tion, 9,000 rat units of prolan were given by mouth, 
and 40,000 mouse units of follicular hormone were 
given by mouth over a period of four months and 
then, after an interval of five months, 30,000 addi- 
tional rat units of prolan were given over a period of 
two months. No effect was apparent. 


The author states that for the evaluation of a 
method of treating secondary amenorrhoea cases in 
which the amenorrhcea has been present for only a 
few months are not suitable. Cases in which the 
amenorrhoea has persisted for at least six months 
should be chosen. 

Of 16 cases of secondary amenorrhcea reviewed, 7 
were treated with ovarian hormone alone and 9 with 
both ovarian and gonadotropic hormone. As the 
dosage varied greatly, it cannot be reported in detail 
in an abstract. In 4 cases there was clinical evidence 
of cure as cyclical bleeding occurred even after dis 
continuance of the treatment. However this result 
was obtained only in cases in which the amenor-. 
rhoea had been present for less than a year. 

The therapeutic doses in these cases ranged from 
3,000 mouse units of follicular hormone alone to 
20,000 mouse units of follicular hormone plus 15,000 
rat units of prolan. 

Of importance for the further development of 
hormone therapy is the fact that, with the dosage 
chosen, the author was able to obtain a lasting result 
in 4 of 16 cases of secondary amenorrhcea, but that 
in all of these 4 cases the functional disturbances 
were of short duration. Of 22 cases of oligomenor- 
rhoea and hypomenorrhcea, 2 were cured. For these 
conditions Siegert recommends a combination of 
follicular and thyroid hormones. 

In discussing operative castration Siegert states 
that for the cases of women under forty years of age 
he advocates re-implantation of a portion of ovary 
in the abdominal wall. Castration with ovarian 
transplantation was done by him in 19 cases. As 
soon as symptoms of functional deficiency developed 
—which in the majority of the cases was immediately 
after the operation in spite of the implantation— 
hormone treatment was begun. The results of hor- 
mone treatment after castration are much better in 
cases in which ovarian implantation has been done 
than in those without such implantation. The most 
satisfactory hormone treatment is the administra- 
tion of follicular hormone. Siegert gave daily doses 
of about 300 mouse units. In severe cases these were 
continued up to a year. In 12 cases with castration 
symptoms in which ovarian implantation was not 
done, the symptoms were not relieved by the hor- 
mone treatment. 

Of 19 women with menopausal symptoms, 10 were 
not relieved by the treatment. C. KAuFMANN (G). 


Roca, M. G.: Extensive Irreparable Vesical Fistulz. 
Curative Treatment by Total Exclusion of the 
Lower Urinary Tract (Les grandes fistules vési- 
cales irréparables. Traitement curatif par exclusion 
totale des voies urinaires inférieures). Gyx éc. et obst., 
1934, XXix, 409. 

Roca reviews the various surgical procedures 
which have been devised to alleviate the condition 
of persons suffering from extensive irreparable vesi- 
cal fistulae and shows that all of them have dis- 
advantages and dangers. Prosthetic appliances are 
usually ineffective and cumbersome and do little 
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to relieve the patient’s discomfort and embarrass- 
ment. The most satisfactory of the old methods is 
the Kuestner-Wolkowitsch operation in which the 
uterus is detached from the vagina and pulled down 
to cover the fistulous opening. The Makenrodt op- 
eration, in which the fundus of the uterus is invagi- 
nated into the fistulous opening, and Freund’s 
modification of this procedure, in which the fundus 
of the uterus is interposed between the closed fistu- 
lous opening and the vaginal wall (as in the Watkins- 
Shauta interposition operation), render the patient 
incapable of child-bearing and necessitate X-ray 
castration to suppress ovarian activity. Colpoclei- 
sis and hysterocleisis operations, in which, through 
closure of the vulva, the vagina and uterine cavities 
form reservoirs for the urine until its evacuation 
through a surgically formed rectovaginal fistula, are 
condemned by the author as surgical monstrosities 
which are dangerous because of poor drainage and 
ascending infection. Transplantation of the ureters 
into the sigmoid is also dismissed as dangerous. 

The technique of Roca’s operation for the cure 
of inoperable vesical fistule—the formation of a 
permanent bladder extrophy—is described in detail. 
Roca says that this method has the advantage of 
a surgical technique which is constant and does not 
require changes to adapt it to the individual case. 
It is the operation of choice when necrosis involves 
the urethra, the vesical sphincter, and the trigone, 
ie., the greater part of the anterior vaginal wall. 
It permits voluntary control of micturition and pro- 
vides perfect urinary continence. It requires no 
prosthetic apparatus. The capacity of the bladder 
increases to 250 c.cm. Pregnancy and parturition 
are not contra-indicated. 

The operation is performed in two stages. In 
the first stage the urinary bladder is mobilized and 
separated from the genital organs, and a communica- 
tion is established between the bladder opening and 
the suprapubic abdominal incision. In the second 
stage a sphincter is formed about the external 
bladder opening by suturing the pyramidalis muscles 
about the fistula. In the absence of a suitable pyra- 
midalis muscle and in the cases of very fat patients 
this stage of the operation is not always possible. 
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It is performed under local anesthesia from fifteen 
to twenty days after the first stage. 

The author reports two cases in which the de- 
scribed operation was performed with successful 
results. In both, there was a progressive increase 
in the size of the bladder cavity and good sphincteric 
control assuring both complete continence and vol- 
untary micturition was obtained. 

In discussing the possible complications which 
may result from the procedure, Roca says that the 
skin may show a temporary intolerance to the urine 
resulting in a chemical dermatitis. Astringent solu- , 
tions and emollients will increase the skin tolerance. 
Intolerance of the subcutaneous tissues, particularly 
in fat persons, may be prevented by performing a 
wedge-shaped excision of the fat about the fistula 
to form, as it were, a new umbilicus. Acute or 
chronic retention of urine is possible. Acute reten- 
tion occurs during the immediate postoperative 
period. Chronic retention occurs late as the result 
of incomplete evacuation of the bladder with the 
accumulation of residual urine. The retention may 
be relieved by catheterization at regular intervals. 
Cystitis is a frequent complication before, and a 
possible complication after, the operation. Ordinary 
medical methods of treatment are sufficient to cure 
it. Hydronephrosis due to obstruction of the ureters 
at the trigone, displacement of the bladder, or the 
reflux of urine in chronic distention of the bladder 
is a serious complication. Chronic distention of the 
bladder, the most frequent cause, can usually be 
overcome by keeping the bladder empty by means 
of a retention catheter. The other causes are the 
most serious. Impairment of the trigone should 
be ruled out by cystoscopy before the operation is 
undertaken. If only one ureteral opening is oc- 
cluded by scar formation, nephrectomy on that side 
is indicated. Ureteral obstruction caused by ten- 
sion of the displaced bladder is prevented by prop- 
erly freeing the bladder from its vaginal and uterine 
attachments before extroverting it. Vesical calculi 
may result from bladder infection or urinary reten- 
tion. The treatment for their prevention is the ad- 
ministration of urinary antiseptics and frequent 
bladder irrigations. Harotp C. Mack, M.D. 








OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 

Montgomery, T. L.: Premature Separation of the 
Placenta, with Special Reference to the Etiology 
of Placental Lesions. Am. J. Obst. & Gynec., 1934, 
XXV1ll, 33. 

In the less severe cases of premature separation of 
the placenta the condition is not infrequently con- 
fused with lateral placenta previa. Premature 
separation of the normally implanted placenta 
appears to be a less frequent complication of preg- 
nancy than placenta previa. At the Jefferson 
Medical College, Philadelphia, it occurred only once 
in 265 labors. The maternal mortality was 6.6 per 
cent and the fetal mortality 81 per cent. Twelve 
of the 16 fetuses were premature. 

External violence is an uncommon cause of 
placental separation. Various degrees of separation 
of the placenta occur not infrequently during the 
course of labor. They are produced by intrapartum 
attempts at delivery or a sudden decrease in the 
volume of the uterine contents. The most common 
cause of premature separation of the placenta is 
toxemia of pregnancy. The characteristic sign in 
the placenta is hemorrhage. 

Interruption of pregnancy often follows, although 
the presence of old hematomata on the surface and 
in the substance of the placenta in cases of nephritic 
toxemia indicates that small hemorrhages fre- 
quently occur without terminating pregnancy. The 
hemorrhagic lesions of premature separation are 
quite different in structure and etiology from 
necrosis (infarction) of the placenta. Necrosis is 
found frequently in the placenta of both normal 
and toxic patients; it appears to play no part in 
placental separation or pregnancy toxemia. 

The type of treatment and the method of delivery 
in premature separation of the placenta must be 
adapted to the requirements of the individual 
case. Czsarean section should be reserved for cases 
in which the cervix is closed, the contraction of the 
uterus is unable to produce dilatation, and longer 
waiting means more bleeding. 

In the discussion of this report ALESBURY stated 
that partial premature separation of the placenta is 
often unrecognized as the hemorrhage is not great 
and the classical signs are absent. 

CocILt reported the case of a young primipara 
who developed a rapid toxemia. 

Epwarp L. CorneELt, M.D. 


Fatyol, C.: Acute Appendicitis During the Course 
of Pregnancy (Akute Wurmfortsatzentzuendung im 
Laufe der Schwangerschaft). Orvosi hetil., 1934, 
p. 166. 


Acute appendicitis during the course of pregnancy, 
the puerperium, and the period of lactation is com- 


paratively rare. Among about 26,000 obstetrical 
cases at the Toeth Gynecological Clinic in Budapest 
there were 6 cases of appendicitis during pregnancy 
and 1 case in which the condition occurred during 
the puerperium. All were operated upon. Of the 6 
cases of appendicitis during pregnancy, the attack 
occurred in the third month in 1; in the fourth 
month in 2; in the fifth month in 2; and at the end 
of pregnancy in 1. Inthe first 5 cases, after a normal, 
smooth postoperative convalescence, delivery oc- 
curred at term without complications. In the sixth 
case death resulted from paralytic ileus and peri- 
tonitis. 

In the case of appendicitis developing in the puer- 
perium operation was performed seven days after 
delivery. The febrile disease began three days after 
delivery. The wound healed by secondary intention. 

At the beginning of pregnancy the diagnosis of 
appendicitis is not difficult. As the pregnancy pro- 
gresses the cecum and the appendix are displaced 
upward and the diagnosis becomes increasingly more 
difficult. Palpation of the cecum is prevented by 
the gravid uterus. The diagnosis is rendered difti- 
cult also by the similarity of the symptoms of ap- 
pendicitis and pregnancy—nausea, vomiting, pain in 
the lower part of the abdomen, and constipation. 

In the differential diagnosis, inflammatory condi- 
tions of the genital organs, torsion of the pedicle of 
a cystic tumor, ectopic pregnancy, pyelitis gravida- 
rum, and, in rare instances, cholelithiasis must be 
considered. The prognosis depends upon the sever- 
ity of the disease. 

In the presence of pregnancy the prognosis of 
appendicitis is generally less favorable. In the 
simple catarrhal inflammations of the appendix the 
prognosis for both the mother and the child is 
better than in cases with perforation. In the latter 
the fetus usually dies. : 

Therapeutically, surgical rules should be followed. 
Surgeons favor early operation. French, American, 
German, and English surgeons advocate conserv- 
ative procedures. According to experience, the 
results are best when operation is performed within 
the first forty-eight hours. 

The advisability of interrupting the pregnancy 
depends upon the severity of the disease. In cases of 
simple catarrhal inflammation the pregnancy can 
be preserved. Opiates should be administered before 
and after the operation to prevent labor pains. 
When abscesses are formed it is difficult to preserve 
the pregnancy as the uterus is involved in the walling 
off of the abscesses. Preservation of the pregnancy 
is difficult also when peritonitis has developed. 
Under such circumstances interruption of the preg- 
nancy is advisable. Of the operations, vaginal 
cesarean section is worthy of recommendation. 


418 











(lis 
un 
pre 


of 

wh 
trl 
Ka 


St 


ini 
acl 
ler 


do: 


Is 
ad 
for 
tol 
gi 
of 

glt 


ble 
liv 
of 

CXe 
thi 
cel 


wi 
ph 
alr 
re] 
pa 
ho 
he: 
eff 
vel 
ga 
Af 
en 
tal 


tia 
du 
pa 











OBSTETRICS 


Appendicitis during the puerperium is a serious 
disease. The prognosis is grave, perhaps even more 
unfavorable than that of appendicitis during 
pregnancy. 

In conclusion the author emphasizes that in cases 
of acute appendicitis it is advisable to operate even 
when the clinical signs are not very severe. This is 
true particularly in the second half of pregnancy. 
Early diagnosis is of special importance. 

EMMERICH ILLEs (Z). 


Stander, H. J., and Cadden, J. F.: 


Atrophy of the Liver in Pregnancy. 
Obst. & Gynec., 1934, XXxviii, 61. 


Acute Yellow 
Am. J. 


The authors report a case of acute yellow atrophy 
of the liver occurring in a woman at term. ‘The 
initial symptoms—vomiting, dizziness, and head- 
ache—appeared four days before the patient en- 
tiered the hospital and seven days before she died. 

The treatment of choice of acute yellow atrophy 
of the liver is the early administration of massive 
doses of glucose. If acidosis develops, alkali therapy 
is indicated. When large amounts of glucose are 
administered, the urine should be constantly studied 
for the presence of glucose, diacetic acid, and ace- 
tone. If ketosis develops, the amount of glucose 
given must be reduced. A reduction in the amount 
of glucose administered is indicated also when 
glucose is spilled into the urine. 

In the case reported the chemical findings in the 
blood and urine were consistent with injury to the 
liver and similar to those following partial removal 
of the liver in dogs. The findings of pathological 
examination showed advanced fatty degeneration 
throughout the entire lobe, extending from the 
central vein to the portal spaces. 

Epwarp L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Leén, J.: Ascent of the Presenting Part During 
Labor (El ascenso de la presentacién fetal en el 
parto). Bol. Soc. de obst. y ginec. de Buenos Aires, 
1934, Xili, 74. 

Leén limits his discussion to parturient women 
with intact membranes in whom, in the second 
phase of the dilating stage, a vertex presentation, 
already engaged, rises above the superior strait. He 
reports an illustrative case. The patient was a 
para-ii twenty-one years of age. After nineteen 
hours of apparently normal labor, the rather small 
head was engaged and well flexed and the cervix 
effaced and dilated to 8 cm. The sac was intact and 
very flat. An hour later the head was scarcely en- 
gaged. The amniotic fluid was somewhat increased. 
After artificial rupture of the membranes the head 
engaged immediately and labor was completed spon- 
taneously within an hour. 

According to the author’s theory, there is an ini- 
tial distention of the inferior segment of the uterus 
due either to structural deficiency or to functional 
paralysis. The amniotic fluid is then pushed down 
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alongside the head, a voluminous pouch being 
formed. ‘The rise of the head is brought about 
during a contraction by a ‘‘choe en retour” accord 
ing to the laws of hydrostatics in a closed cavity. 
The head is thus held suspended in the axis of all the 
centripetal forces. The inferior segment of the uterus 
having yielded, the head is no longer fixed in flexion 
and by its potential energy rises to the superior 
strait in an indifferent position. A small head and a 
normal or slightly increased quantity of fluid favor 
ascent. Immediate engagement of the head after 
artificial rupture of the membranes proves that 
integrity of the membranes can cause ascent of the 
engaged head as well as hinder its descent. Further 
studies are necessary to determine whether, under- 
lying the mechanism, there is a single basic factor 
causing distention of the inferior segment of the 
uterus, hindering spontaneous rupture of the mem- 
branes, and delaying dilatation of the cervix. 
The article contains a bibliography. 
M. Ek. Morse, M.D. 


Tucker, B. E., and Benaron, H. B. W.: Parasacral 
Anesthesia in Obstetrics. .1i. J. Obst. & Gynec., 
1934, XXVii, 850. 

Experience with parasacral anwsthesia in fifty 
operative obstetrical cases is reported. 

Parasacral anesthesia is practical for major ob- 
stetrical procedures. The injection is followed by 
relaxation of the uterus for from fifteen to twen- 
ty minutes. In some cases the anesthesia is sufti- 
cient for version and extraction, manual rotation 
of a posterior head, and the Pinard maneuver to 
bring down a foot in single breech presentation. It 
is of value in breech deliveries, giving marked re- 
laxation of the entire pelvic floor and thus facilitating 
all the maneuvers for extraction of the aftercoming 
arms and head. Episiotomy and perineorrhaphy, 
Duhrssen’s incisions, and trachelorrhaphy are ren- 
dered painless. Traction pain is abolished, and difii- 
cult forceps extractions can be done painlessly, with 
the added advantage that the mother’s auxiliary 
powers may be utilized. 

The engaged head offers no obstacles to the in- 
duction of this type of anesthesia. There is no ap- 
preciable alteration of the blood pressure or pulse 
rate, and the procedure is unattended by signs of 
shock or collapse. In six of the cases reviewed the 
blood loss was above normal. The puerperium was 
in no way affected by the procedure. In two cases 
the anesthesia failed completely. In seven cases 
local infiltration was necessary in addition for epi- 
siotomy and repair. 

In a teaching clinic, where of necessity the dura- 
tion of an operation is prolonged, parasacral anes- 
thesia is more satisfactory than inhalation anesthe- 
sia. It is a valuable adjunct to the armamentarium 
of the obstetrician, especially when the use of an 
inhalation anesthetic is contra-indicated. It pro- 
duces minimal shock. Its particular sphere is the 
class of cases requiring a difficult, time-consuming 
operative procedure. Epwarp L. Corne.i, M.D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Rogovin, V.: A New Method for Removal of the 
Placenta Based upon Mechanical Laws and 
the Prophylactic Active Management of the 
Third Stage of Labor (Kine neue auf den Gesetzen 
der Mechanik begruendete Methode der Nachge- 
burtsloesung sowie die prophylaktisch-aktive Nach- 
geburtsbehandlung). Ginek., 1934, i, 29. 

The frequent blood losses of from 300 to 500 
c. cm. in conservative management of the third stage 
of labor demonstrates that the management of this 
stage must be improved. The author therefore 
suggests a new method for the removal of the pla- 
centa. 

With the right hand the umbilical cord is grasped 
with a Kocher forceps and gently pulled downward. 
With the left hand the uterus is grasped through the 
abdominal wall at approximately the level of the 
lower uterine segments and pushed upward with 
short, sharp thrusts. The thrusts are repeated at 
intervals of one second. Bearing-down efforts by 
the woman are contra-indicated as complete relaxa- 
tion of the abdominal walls is necessary for a firm 
grasp on the uterus. After from five to ten thrusts 
the hand which grasps the uterus can distinctly feel 
the placenta slip through the birth canal and a 
strong uterine contraction occurs. Only the mem- 
branes then remain in the uterus. These are separa- 
ted from their connection to the uterine wall by a 
steady pull on the umbilical cord, and the entire 
placenta is then removed from the vagina. 

This method was employed in 124 cases. The 
blood loss was minimal in comparison with that 
occurring with the use of the older expectant 
methods, averaging only 50 gm. Of the cases in 
which it was used immediately after birth of the 
child, it failed in only 1 per cent. With delay, 
disturbances in the separation mechanism develop 
readily as a result of incarceration of the placenta by 
irregular uterine contractions. The method differs 
from previous manual methods chiefly in that it 
renders possible the removal of the unseparated as 
well as the separated placenta. There is no danger 
of uterine inversion as the uterine wall is not de- 
formed by the jerky short thrusts and the force is 
applied directly to the tissue connecting the placenta 
with the uterine wall. 

The article includes diagrams and a discussion of 
the mechanical laws involved in the procedure 
described. Von Knorre (G). 


Torrance, C. C.: Experimental Studies of Puerperal 
Infection. I. The Susceptibility of Pregnant 
Mice to Intraperitoneal Inoculations of Haemo- 
lytic Streptococci. II. A Study of the Survival 
of Hamolytic Streptococci in the Vagina of 
Rabbits During Pregnancy. Am. J. Obst. & 
Gynec., 1934, XXvii, 863. 

In the experiments carried out by the author on 
mice, pregnant white mice were found to be more 
susceptible to the intraperitoneal inoculation of 
streptococci than non-pregnant mice. 


In the experiments on rabbits, a virulent strep 
tococcus was eliminated from the vagina of norma] 
animals in a remarkably short time. This elimina- 
tion was apparently not dependent upon the hydro- 
gen-ion concentration of the vaginal secretion. 
When, after repeated implantations, virulent 
hemolytic streptococci established themselves in 
the vagina, their pathogenicity and haemolytic 
activity were decreased. After artificial cultivation 
and animal passage, they recovered both of these 
properties. Ipwarp L. CoRNELL, M.D. 


Pery, G.: Surgical Treatment of Puerperal Infec- 
tions (Traitement chirurgical des infections puer- 
pérales). J. de méd. de Bordeaux, 1934, Cxi, 371. 

Pery points out that puerperal infection may be 
caused by any pathogenic bacterium. The organ- 
isms most frequently found are the streptococcus, 
staphylococcus, enterococcus, gonococcus, colon 
bacillus, and certain anaérobic organisms. 

Puerperal infection is of the following types: 
(1) vulvovaginal infection, (2) uterine infection, 
(3) periuterine infection, (4) peritoneal infection, 
(5) venous infection (phlebitis), and (6) septicaemia. 

Uterine infection differs considerably according to 
whether it followed delivery at term or abortion. 
For the treatment of postpartum infections no defi- 
nite rules can be laid down as each case must be 
cared for according to the indications it presents. 
The author urges conservatism. Any placental frag- 
ments should be removed manually with great 
gentleness and care. In a few cases hysterectomy by 
the abdominal route is necessary. 

In cases of puerperal infection following abortion, 
hysterectomy should be done when the fever and 
chills persist without evidence of localization of the 
infection and when uterine gangrene appears. 

Periuterine infections (pelvic peritonitis, pelvic 
cellulitis, and salpingitis) should be treated con- 
servatively by rest in bed, the application of ice to 
the abdomen, and vaccine therapy unless signs of 
suppuration necessitate drainage. 

Seven cases of puerperal infection are reported. 

Marsu W. Poorer, M.D. 


NEWBORN 


Neslund, J.: Investigations of the Fibrin Content 
of the Blood of the Newborn, with Special Ref- 
erence to Temporary Hemophilia Neonatorum 
(Untersuchungen ueber den Fibrinogengehalt des 
Blutes bei Neugeborenen unter besonderer Berueck- 
sichtigung der Verhaeltnisse bei Haemophilia neona- 
torum temporaria). Acta obst. et gynec. Scand., 1934, 
xiv, 143. 

According to the findings of the investigation re- 
ported the amount of fibrinogen contained in the 
blood of healthy children at birth is low (mean value 
1.4 per cent), but rises rapidly to above 2 per cent at 
the end of a week. The rise in the first few days after 
birth cannot be due to loss of water alone as the 
amount of serum albumin and consequently of water 
seems to undergo no change. 
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In the cases of sick children which the author had 
the opportunity to examine, particularly those ex- 
hibiting an increased tendency to bleed, the amount 
of fibrinogen generally remained lower than in 
healthy children of the same age and the power of 
coagulation of the blood was considerably lower. 
Neslund believes that the low fibrinogen content 
and the lowered power of coagulation of the blood of 
children suffering from hemophilia neonatorum 
temporaria are probably to be regarded as causative 
of the condition, although other factors, such as a 
change in the amount of calcium and fluoride con- 
tained in the blood and the degree of oxygenation 
of the blood may play a part. He concludes also 
that the favorable effect of transfusion on children 
with an increased tendency to bleed may possibly 
be explained by the increase in the amount of fibrin- 
ogen and the power of coagulation of the blood. 


Rogers, G.: Heemoperitoneum Resulting from 
Hepatic Birth Traumatism. Am. J. Obst. & 
Gynec., 1934, XXvii, 841. 

The chief factor in the production of hemorrhages 
irom the liver and ruptures of the hepatic paren- 
chyma in the newborn is compression of the fetal 
liver. This type of trauma is not uncommon, often 
being produced by a doubling of the fetus in podalic 
version or by improperly directed traction during a 
breech extraction. 


Early diagnosis is essential if the infant is to sur- 
vive. To date, only one case in which surgical treat- 
ment was instituted in time to save life has been 
reported. 

In the diagnosis the case history and the size of 
the infant are of special importance. Death occurs 
either immediately or on the third or fourth day of 
life. Immediate death may be due to a sudden large 
intraperitoneal hemorrhage. As a rule such a 
hemorrhage is first diagnosed at autopsy. Death 
occurring three or four days after birth may be due 
to laceration of the capsule covering a subcapsular 
hematoma or the dislodgment of a clot formed 
previously in a parenchymal tear. 

The condition is usually manifested by marked 
pallor, restlessness, a cry indicating pain, a sub- 
normal temperature, perspiration, shallow and la- 
bored breathing, and abdominal distention with 
possibly, in advanced cases, a fluid wave. 

The author emphasizes that in any case in which 
an intraperitoneal haemorrhage is suspected ab- 
dominal paracentesis is a safe and reasonably accu- 
rate diagnostic procedure. 

The first and most important step in the treatment 
is the immediate transfusion of citrated blood. The 
active surgical treatment indicated is exposure of 
the bleeding point and the establishment of hamo- 
stasis by suture and pack. 

Epwarp L. CorneELt, M D. 
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ADRENAL, KIDNEY, AND URETER 


Ciceri, C., and Gabrielli, S.: Immediate and Late 
Effects of Unilateral and Bilateral Denervation 
of the Suprarenals on the Blood-Sugar Curve 
and the Blood Pressure (Effetti immediati e 
lontani sulla curva glicemica e sulla pressione 
arteriosa della enervazione monolaterale e_ bi- 
laterale dell surrenali). rch. ital. di chir., 1934, 
X11, 417. 

lhe authors report three cases of diabetes treated 
by denervation of one or both suprarenals. The 
alimentary hyperglycemia and the pharmacody- 
namic reactions were determined before and after 
the operation and the patients followed up for more 
than a year. 

In the first case a condition of hypertonia of the 
sympathetic system had caused gangrene of the left 
leg and disturbances in the regulation of the blood 
sugar. Denervation of the left suprarenal resulted 
in a decided improvement of the glycogen regulation 
which persisted for fourteen months. There was no 
efiect on the blood pressure. After a transitory de- 
crease the pressure rose again to its pre-operative 
level. 

In the second case the diabetes was of a mild form. 
Denervation of the suprarenal was performed first 
on one side and then on the other. Interesting 
changes were noted in the blood pressure and ali- 
mentary hyperglycemia at different periods after 
the operations. After a year the tolerance for ali- 
mentary sugar was increased, the fasting glycemia 
was normal, and there was a visible lowering of the 
blood pressure curve, particularly of the maximum 
values. 

The third patient had a particularly severe form 
of diabetes. Bilateral denervation of the suprarenals 
brought about improvement which lasted about 
three months. At the end of that time the effect 
gradually passed off until, about fifteen months after 
the denervation of the second suprarenal, the ali- 
mentary hyperglycemia was about what it had been 
before the operation. However, there was still a 
marked improvement in the clinical symptoms. The 
patient was particularly sensitive to the action of 
insulin. Avuprry Goss Morcan, M.D. 


Roux-Berger, J. L., Naulleau, J., and Contiades, 
X. J.: A Malignant Tumor of the Suprarenal 
Cortex; Aortography; Resection of the Tumor; 
Surgical Cure (Cortico-surrénalome malin; aorto- 
graphie; exérése; guérison opératoire). Bull. et 
mém. Soc. nat. de chir., 1934, |x, 791. 

The authors report in detail a case of malignant 
tumor of the suprarenal cortex which was unaccom- 
panied by hypertension. The patient, a woman 
fifty-six years of age, presented herself with a tumor 


in the left lumbar fossa. Inflation of the colon with 
air indicated that the mass lay behind the colon. 
Retrograde pyelography disclosed a deformity of the 
left ureter and depression of the left kidney caudal- 
ward with torsion. Gastro-intestinal roentgenogra- 
phy showed displacement of the stomach to the 
right and a notching of the greater curvature. Under 
local anesthesia an injection of the abdominal aorta 
was then done by the lumbar route. Forty cubic 
centimeters of thorotrast were used. The aorta was 
found curved to the right by the tumor mass. In 
the course of the injection one of the capsular veins 
of the tumor was also injected with the contrast 
medium. This showed the neoplasm to be very vas- 
cular as it disclosed many freely anastomosing ves- 
sels and numerous blood sinuses. On further roent- 
gen examination the liver and spleen were visualized 
as the thorotrast remains in these organs. Both of 
these organs appeared normal. 

At operation performed under general anesthesia 
the tumor was found in the retroperitoneal tissues 
and the kidney depressed caudalward. The speci- 
men was a pyriform tumor measuring 18 by 14 cm. 
Histological examination showed it to be epithelial 
in type, with few giant cells. Vacuoles containing 
lecithin were observed. Mitoses were not prominent, 
yet the tumor was of a malignant character. 

The postoperative period was uneventful. Pyelog- 
raphy showed that the hydronephrosis had cleared 
up and the kidney had returned to its normal 
position. 

The authors conclude that complete roentgen 
examination with the introduction of a suitable 
contrast medium aids materially in establishing an 
accurate working diagnosis. They have found aor- 
tography especially valuable not only for exact 
localization of the tumor, but also for the determi- 
nation of its character and type. 

WitiurAm C. Beck, M.D. 


Papin, E.: Lesions of Veins in Relation to the Upper 
Urinary Tract (Lésions veineuses en rapport avec 
les voies urinaires supérieures). Arch. d. mal. d. reins 
et d. organes génito-urinaires, 1934, Vill, 17. 

The author discusses varices of the upper urinary 
tract, phleboliths in contact with the ureter, and 
normal and abnormal veins interfering with the 
function of the ureter. 

Attention is called to the fact that varices of the 
upper urinary tract must be distinguished from the 
venous distentions associated with renal tumors and 
from the varices of the renal papilla which are rare 
and in reality angiomata. The condition considered 
by the author is a dilatation of the ureteral veins 
near the kidney which is usually associated with 
hematuria. The veins may be normal anatomically 
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or anomalous. Papin reports five cases of each type 
in detail. 

The réle of these varices in the production of 
symptoms is rather uncertain. It is possible to say 
only that varices of the upper urinary tract are 
sometimes found in association with renal pain and 
hematuria. In all of the cases reviewed the symp- 
toms were those of pyelitis or slight hydronephrosis, 
generally the latter. The author not only resected 
the veins but performed a decapsulation in four 
cases, a nephropexy in seven cases, a denervation in 
one case, and resection of the pelvis with transrenal 
drainage. 

On roentgenographic examination, shadows re- 
sembling those of calculi are often seen. Calculi may 
be suggested also by ureteral pain. The author 
therefore believes that occasionally the contact of a 
phlebolith with the ureter may be a cause of symp- 
toms. In support of this theory he cites the case of a 
woman fifty-three years of age who suffered from an 
enlarged painful left kidney, nocturia, dysuria, and 
bacilluria. For some time the diagnosis rested be- 
tween calculus and phlebolith. After four months of 
expectant treatment without the passage of a stone, 
exploration was done. A phlebolith lodged in contact 
with the ureter was found proximal to the broad 
ligament. Removal of the phlebolith was followed 
by relief of the symptoms. 

Bands, adhesions, and venous membranes arising 
from inflammatory conditions of the veins are 
occasionally seen. In one case adhesions following 
hysterectomy caused ureteral kinking. In another, 
the ureter was crossed at its origin by a large supple- 
mentary ovarian vein and a venous veil extending to 
the lower pole of the kidney and there was a mode- 
rate hydronephrosis. Following resection of the veil 
the symptoms were relieved. 

ALBERT F. DE Groat, M.D. 


Bugbee, H. G.: Renal Tuberculosis as a Local 
Manifestation of General Tuberculosis. J. 
Urol., 1934, XXXii, I. 

Bugbee emphasizes that tuberculosis is a general 
disease regardless of the location of the lesion and 
that therefore in the treatment of renal tuberculosis 
the general condition must be considered more than 
the local condition. Any surgical procedure is to be 
regarded as only one step in the cure of tuberculosis. 
Renal tuberculosis is always a secondary lesion. As 
it is a blood-borne infection, both kidneys are sub- 
jected simultaneously and equally to the possibility 
of infection. Direct ascent along a normal ureter by 
a non-motile bacillus does not seem probable. Bug- 
bee believes that the earliest lesions of renal tuber- 
culosis are bilateral and non-destructive, and fre- 
quently heal. He quotes Lepper and Helmholz as 
stating that organisms cannot pass through or be 
filtered through a healthy kidney, and that they 
always found kidney lesions when bacteria were pres- 
ent in the excreted urine. He says that probably 75 
per cent of the earliest renal lesions are in the cortex. 
They occur in the glomeruli or the tissues between 
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the tubules. Until they ulcerate into the collecting 
tubules, tubercle bacilli will not be found in the 
urine. 

Wildbolz believes that the diminution of renal 
function is a valuable diagnostic aid, while Braasch 
regards renal tests as undependable. 

Bugbee believes that in certain cases of bilateral 
infection the kidney with the more active infection 
should be removed to give the other foci a better 
opportunity to become arrested. He does not re 
move the involved ureter in all instances. 

FRANK M. Cocuems, M.D. 


Travaglini, V.: The Relation of Tuberculosis of the 
Kidney to Stagnation of Urine (Sulla tubercolosi 
del rene in rapporto con la stasi urinaria). .Arch. 
ital. di chir., 1934, XXXvi, 265. 

There has been a considerable difference of opinion 
as to the relation between uronephrosis and tuber- 
culosis of the kidney. Some urologists believe that 
when the two conditions are associated they have no 
relation to each other; others, that the uronephrotic 
kidney may become infected with tuberculosis; some 
that the uronephrosis is always secondary to the 
tuberculosis; and some, that the uronephrosis is a 
protective reaction exerting an effect on the renal 
tuberculosis similar to that exerted by pneumo- 
thorax on tuberculosis of the lung. 

Because of this difference of opinion, the author 
made an experimental study of the problem. He 
injected cultures of tubercle bacilli into twenty-nine 
rabbits, giving only one injection in order to avoid 
the defensive immunity produced by repeated in- 
jections. In some instances the injections were given 
before, and in some after, the production of a uro- 
nephrosis by the usual methods. The experiments are 
reported in detail with colored plates of photo- 
micrographs. 

From the histological findings and the results of 
cultural experiments the author concludes that 
tuberculous infection may occur in uronephrosis; 
that the stagnation of urine is of definite importance 
in favoring the infection; and that the chronic stag 
nation of urine with resulting sclerosis of the kidney 
which is seen in ordinary uronephrosis may favor 
spontaneous cure of the tuberculosis by encapsu- 
lating the specific lesions with newly formed con- 
nective tissue. AuprEY Goss Morcan, M.D. 


Shane, J. H., and Harris, M.: Roentgenological 
Diagnosis of Perinephritic Abscess. J. U’rol., 
1934, XXXli, IQ. 

From a review of the literature and a study of the 
roentgenograms made in forty cases of perinephritic 
abscess in which operation was performed at the 
Mayo Clinic the authors conclude that the roent 
genographic findings in this condition are a valuable 
adjunct in the diagnosis. The shadow of the psoas 
muscle was obliterated to some extent in all cases, 
some abnormality of the renal shadow was found in 
thirty-three (80.2 per cent), and scoliosis was found 
in eighteen (45 per cent). Elevation of the dia- 
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phragm was found in eight (28.1 per cent) of the 
thirty-two cases in which a roentgenological exami- 
nation of the thorax was made. In twenty-two cases 
(55 per cent) an associated pathological condition 
was discovered at operation. Stones were present in 
seventeen (40.2 per cent). The frequency with 
which obliteration of the shadow of the psoas muscle 
occurs on one or both sides and the frequency with 
which some degree of scoliosis is found in the course 
of routine roentgenography diminish to some extent 
the clinical value of these observations. Of the cases 
reviewed, the shadow of the psoas muscle was ob- 
literated on one side in ro per cent and on both sides 
in 3 per cent. Scoliosis was definitely apparent in 
3 per cent, but there was a difference of opinion re- 
garding the evidence of this condition in several 
other roentgenograms. 

Of fifty cases of renal calculi in which roentgeno- 
grams were studied, some degree of obliteration of 
the shadow of the psoas muscle or scoliosis was 
found in over 30 per cent. 

The roentgenological signs of perinephritic ab- 
scess, especially obliteration of the shadow of the 
psoas muscle and scoliosis, do not necessarily indi- 
cate the existence of perinephritic abscesses and 
therefore cannot be regarded as pathognomonic of 
the condition. However, they have a relative im- 
portance when considered in conjunction with the 
clinical manifestations of such abscesses. 


McKenna, C. M., and Kampmeier, O. F.: A Con- 
sideration of the Development of Polycystic 
Kidney. J. Urol., 1934, xxxii, 37. 

The authors discuss the development of the poly- 
cystic kidney on the basis of the embryological 
development of the kidney. They do not completely 
accept the theory that the polycystic kidney is due 
to failure of the uriniferous tubules to unite with the 
collecting ducts as they have been unable to find 
any positive statement of established evidence sup- 
porting it. They divide the developing kidney into 
the vestigial, the provisional, and the growth zones. 
They state that there are uriniferous tubules for 
every generation of collecting tubules. When the 
first collecting tubules sprout from the primitive 
renal pelvis a corresponding generation of uriniferous 
tubules emerges from the surrounding nephrogenic 
blastema. These tubules lie adjacent to the renal 
pelvis and are vestigial from the beginning. They 
rarely join the neighboring primary collecting ducts 
and usually disappear later without a trace. They lie 
in the pelvic area and constitute the vestigial zone. 

The next two or three tiers or generations of 
uriniferous tubules correspond to the second, third, 
and fourth branchings of the collecting ducts, be- 
come normally established, and possess well-formed 
coils and glomeruli. They unite early with the col- 
lecting ducts, but after a short period they separate 
from the ducts, some of them expanding cystically 
to several times their original size and then col- 
lapsing and disappearing. This is the provisional 
zone. 
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The normally functioning tubules which persist 
throughout life develop in the outer or growth zone. 
The cystic formations in the vestigial and provisional 
zones usually collapse and disappear, but occasion- 
ally one or more persist throughout life. They have 
been traced throughout embryonic and later fetal 
life, and occur in infants and adults. 

The authors believe that the explanation of the 
development of multiple cysts, that is, polycystic 
kidney, is similar to that of the development of 
solitary cysts. 

In conclusion they report a case of polycystic 
kidney. Frank M. Cocuems, M.D. 


Gayet, G., Gabrielle, A., and Martin, J.: Angioma 
of the Kidney (L’angiome du rein). J. d’urol. 
méd. et chir., 1934, XXXVii, 297. 

Angioma of the kidney is rare. In a review of the 
literature the author was able to find reports of only 
twenty-five cases. To these he adds another. His 
patient was a medical officer who gave a history of a 
sudden attack of hematuria on March 26, 1923, 
when he was twenty-three years old. The beginning 
of the hemorrhage was accompanied by an attack 
of nephritic colic. The hematuria was copious— 
from 300 to 400 gm. per day—and persisted for six 
weeks in spite of various types of hemostatic treat- 
ment. From time to time attacks of nephritic colic 
occurred on the right side. At the end of six weeks 
the patient was quite anemic, but within a few 
weeks after cessation of the hemorrhage his blood 
count was normal. Several cystoscopic examinations 
showed that the hemorrhage came from the right 
kidney. All laboratory examinations—chemical and 
bacteriological examinations of the urine, inocula- 
tion of guinea pigs, and determinations of the 
leucocyte formula, coagulation time, blood urea, 
Wassermann, Hecht, and Besredka reactions— 
were negative. The kidneys could not be seen on 
roentgen examination as they were masked by gas in 
the large intestine. The function of both kidneys 
was normal. 

In March, 1928, the patient had a second attack 
of hematuria, thereafter attacks occurred at inter- 
vals of a few months. An eighth attack occurred on 
October 18, 1933. Examination had shown a bifid 
ureter on the right side which suggested malforma- 
tion of the kidney. A tentative diagnosis of polyp 
of the pelvis or angioma of the kidney was made. 
Malignant tumor was excluded by the long duration 
of the disease, and hematuric nephritis by the 
normal function of the kidneys. 

Nephrectomy was performed on November 3. 
Except for a double pelvis and ureter, the kidney 
appeared normal macroscopically. Histological ex- 
amination disclosed a hemangioma of the pelvis 
with interstitial haemorrhage and ulceration of the 
mucous membrane. 

The chief sign of renal angioma is hematuria. 
Sometimes, as in the author’s case, this is accom- 
panied by pain. The hemorrhage may be so copious 
as to necessitate emergency surgery. The condition 
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must be differentiated from cancer, tuberculosis, 
and hematuric nephritis. 

In the pyelogram in the author’s case the upper 
pelvis was elongated, the internal calyx looked as 
if it had been amputated, and the external calyx 
appeared long. While these findings did not estab- 
lish the diagnosis, the author reports them because 
he believes that descriptions of the findings in a 
large number of pyelograms in cases of renal 
angioma will help to establish a more or less char- 
acteristic picture. 

The only effective treatment of renal angioma to 
date has been nephrectomy. This was performed in 
twenty-four of the twenty-six cases. The author 
expresses the hope that a more conservative opera- 
tion may be devised, such as nephrotomy with 
lestruction of the small tumor by means of the 
electric bistoury. After such an operation the 
patient should be kept under careful observation in 
order that nephrectomy may be performed second- 
arily if postoperative hemorrhage occurs. 

AuprEV Goss Morcan, M.D. 
lleritage, K.: 


toma. 
1105. 


Spontaneous Circumrenal Hzma- 
Proc. Roy. Soc. Med., Lond., 1934, xxvii, 


The author reports three cases of extensive 
extravasation of blood into the kidney bed and 
surrounding tissues unassociated with trauma. The 
condition is manifested clinically by pain and the 
signs of internal abdominal hemorrhage. In the 
author’s opinion treatment by nephrectomy and 
drainage gives better results than drainage with 
clot evacuation or expectant treatment. 

Donatp K. Hrsss, M.D. 


Hickel, P.: Partial Traumatic Rupture of the 
Ureter (Rupture traumatique partielle de l’uretere). 
J. @urol. méd. et chir., 1934, Xxxviii, 458. 


The patient whose case is reported, a man thirty 
vears of age, was severely kicked by a cow in the left 
abdominal region on January 11, 1932. Examina- 
tion by a physician about thirty minutes later re- 
vealed a state of collapse, a small and rapid pulse, 
tenseness of the abdomen, and definite tenderness 


localized in the left hypochondriac region. The 
urine discharged a few times after the accident was 
normal and free from blood. The treatment con- 
sisted of bed rest and the application of an ice bag to 
the abdomen. In order to exclude the possibility of 
intestinal perforation a surgeon was called in consul- 
tation. When the patient was examined that eve- 
ning by the surgeon the abdomen was soft, but the 
muscles of the left half of the abdomen were tense 
and the pain extended to the splenic and renal re- 
gions. The surgeon decided not to interfere but to 
keep the patient under observation. 

During the following few days the condition grad- 
ually improved, and on the eighth day the patient 
was able to leave his bed. However, as the pain in 
the left half of the abdomen persisted, a roentgen 
examination of the digestive tract was made one 
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month after the accident. The findings of this exam- 
ination were negative. 

On February 17, the patient complained for the 
first time of pain on urination, but urinalysis dis- 
closed no evidence of disease. On the following day 
he complained of nausea. On examination, the ab- 
domen was found soft, but palpation revealed ten- 
derness along the entire course of the left ureter and, 
deep in the iliac fossa, an elongated and very tender 
swelling the size of a small hen’s egg. 

Rest, the administration of urinary antiseptics, 
and the application of an ice bag led to some amelio- 
ration of the pain, but the general condition re- 
mained poor. 

When the patient was examined by the author on 
February 25, he complained of constant pain in the 
left side of the abdomen which radiated to the testi- 
cle. There was no history of hematuria or dysuria. 
The appetite was good, the digestive organs func- 
tioned normally, and there was no fever or melwna. 
The abdomen was soft. Palpation disclosed tender- 
ness along the course of the left ureter, especially at 
the level of the iliac fossa, but there was no demon- 
strable swelling or rigidity. The left kidney was not 
palpable, and there was no tenderness in the lumbar 
region. The urine was free from pathological ele- 
ments. On cystoscopic examination the mucosa of 
the urinary bladder and the discharge of urine from 
both ureters were found to be normal. Catheteriza- 
tion was carried out without difficulty, the sound 
meeting no obstruction. ‘The findings of cytobac- 
teriological examination of separate samples of urine 
from each ureter were absolutely negative. Pyelo- 
ureterography on the left side following the injec- 
tion of 15 c.cm. of 20 per cent abrodil revealed, at 
the lower border of the sacro-iliac articulation, a 
semilunar diverticulum on the external surface of 
the left ureter. Repeated examination confirmed 
this finding. The condition was therefore a true 
post-traumatic ureteral diverticulum. 

The treatment of this condition is surgical. In the 
case reported the patient refused operation and the 
pain in the left side of the abdomen associated with 
nausea recurred at irregular intervals. These crises 
are ascribed by the author to urinary retention con- 
ditioned by distention of the diverticulum. 

AARON S. SCHWARTZMAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Watkins, K. H.: The Clinical Value of Bladder- 
Pressure Estimations. Brit.J. U'rol., 1934, vi, 104 


Watkins has found the use of a water manometer: 
of value to distinguish between rises in the bladder 
pressure due to detrusor contraction and those due 
to increased abdominal pressure caused by straining. 
He states that the important readings are those 
made when sensation is first noticed on filling of the 
bladder and those made when the pressure is in- 
creased by attempted urination. The average 
amount of distention when sensation is first noticed 
is normally about 150 c.cm., but in some cases 
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much more may be required to produce sensation. 
Defective innervation is suggested only when it 
rises to about 300 c.cm. before the first sensation 
is noticed. Rises in pressure due to detrusor 
contraction are less sudden, but reach a much 
greater height and are maintained longer. The 
pressure from detrusor contraction, about 150 c.cm. 
of water, is at least twice that from increased intra- 
abdominal pressure. ANDREW MCNAaLty, M.D. 


Graves, R. C., and Militzer, R. E.: Bone Metastases 
from Carcinoma of the Urinary Bladder. /. 
Urol., 1934, XXX, 769. 


(he authors review the literature on metastasis 
to bone from carcinoma of the bladder, which is 
quite conflicting. Of forty-three consecutive cases 
of carcinoma of the bladder cited by them, six 
showed definite evidence of bone involvement both 
clinically and on roentgen examination. In one of 
the latter, sections of the affected bone were ob- 
tained for histological study. The authors state 
that as a rule bone metastases from carcinoma of the 
bladder are osteoclastic, but in some cases show 
osteoplastic changes. The metastases may be 
either few or widespread. With the exception of the 
pelvis, there seems to be no bony structure which 
is the site of such metastases much more frequently 
than any other. The authors conclude that metas- 
tases from carcinoma of the bladder to bones are 
more common than is generally supposed. 

TrHeopaiLt P. GRAvER, M.D. 


Ortmann, K. K., and Christiansen, H.: Roent- 
genological Studies of the Male Urethra, the 
Closing Mechanism of the Bladder, and Mic- 
turition under Normal and Pathological Con- 
ditions. Acta radiol., 1934, xv, 258. 


The authors review the various theories concern- 
ing the mechanism of micturition and describe the 
musculature concerned in that function. They em- 
phasize particularly the great importance of the free 
mobility of the region around the internal orifice and 
the prostatic urethra and the action of the vesicopro- 
static sphincter. 

They describe a method of obtaining roentgeno- 
grams of the entire urethra, and especially of the 
prostatic portion, during micturition by the intra- 
venous injection of uroselectan, and show its supe- 
riority to the method of direct injection of contrast 
fluid into the urethra or bladder. They present a 
series of roentgenograms showing different types of 
micturition occurring under normal and various 
pathological conditions. 


Bailey, O. T.: Fibrosarcoma of the Male Urethra. 
J. Urol., 1934, Xxxii, 103. 

Bailey states that sarcoma of the male urethra is 
one of the most unusual tumors of the urinary 
tract. He adds another case to the eight cases al- 
ready on record. The tumor he describes was a 
fibrosarcoma. Only one other tumor of this type 
has been reported in the literature. Bailey sug- 
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gests that in his case the nerve sheath may hav: 
been the site of origin of the neoplasm. 

Sarcoma of the male urethra is to be differentiate: 
from the more frequent sarcoma of the corpora 
cavernosa penis. In cases of tumor of the latter 
type, penile enlargement occurs early and is usuall: 
symmetrical, and urinary obstruction and _ pai 
occur late. In cases of sarcoma primary in th 
urethra, urinary manifestations appear first anc 
enlargement of the penis occurs late and never 
reaches the degree seen in cases of sarcoma of the 
corpora cavernosa. Histologically, the urethra 
sarcomata are more varied. Anaplastic forms make 
up the greater percentage. The most common 
variety of tumor arising from the corpora cavernosa 
penis is the fibrosarcoma. 

In conclusion Bailey says that when biopsy 
shows a urethral tumor to be a lymphosarcoma 
or an anaplastic round-cell type of tumor, irradia 
tion may offer a better means of control than surgery 

FRANK M. Cocuems, M.D. 


GENITAL ORGANS 


Gilbert, J. B.: Sarcoma of the Prostate. J. Urv/. 
1934, XXXH, 63. 

This article reports 2 cases of sarcoma of the 
prostate in which the nature of the tumor was 
proved by histological examination. Gilbert esti- 
mates that approximately 106 cases have been 
recorded previously in the literature. He states 
that sarcoma of the prostate is not often diagnosed 
clinically, possibly because it is rare and seldom 
considered. The prostate as felt through the rectum 
is described as having a regular, but not always 
smooth, contour and a peculiar firm, doughy or 
boggy consistency. The more rapid the growth of 
the sarcoma, the less dense the consistency. As in 
carcinoma of the prostate, metastases occur in the 
lungs and bones. 

Gilbert recommends aspiration biopsy to deter- 
mine the diagnosis. As the condition has been uni 
formly fatal when treated by surgical methods, he 
advises against operative procedures. He recom- 
mends adequate intensive irradiation with gold 
radon implants and high-voltage roentgen-ra\ 
therapy, preferably by the Coutard technique, for 
all cases. He states that a review of results reported 
in the recent literature indicates that irradiation 
therapy is superior to all types of surgical treatment 

FRANK M. Cocuems, M.D. 


Hammond, T. E.: The Function of the Testes After 
Puberty. Brit. J. Urol., 1934, vi, 128. 


From a comparative study of 7 men castrated 
from one to nine years previously and too pensioners 
who had been disabled by wounds and were fathers, 
the author draws the following conclusions with 
regard to the effects of castration: 

1. There is no change in the secondary character 
istics after they are developed except that shaving is 
necessary less frequently, 
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2. Sexual desire and power are lessened and tend 
o disappear at an earlier age. 
3. There is a lowering of the metabolism mani- 
ested by a tendency to put on fat. 
|. The general tone may be slightly less. 
;. Mental and physical well-being are unchanged. 
ANDREW MCNALLy, M.D. 


Cengiarotti, G. B.: A Contribution to the Study of 
the Action of Cold on Deep Tissues. The 
Effects of Freezing on the Testicles (Contributo 
allo studio dell’azione del freddo sui tessuti pro- 
fondi. Gli effetti della congelazione sui testicoli). 
Arch. ital. di chir., 1934, xiii, 397. 


Cold was applied to the testicles of rabbits by 
ieans of an ethyl chloride spray. In some cases the 
pray was applied to the scrotum and in others 
lirectly to the testicles after opening of the scrotum. 
(he animals were killed after varving periods of 


427 


time and the testicles were examined with the mi- 
croscope. 

When the cold was applied for only two minutes 
it caused irritation with desquamation of epithelium 
of the tubules near the surface of the organ and 
swelling and increased connective tissue proliferation 
of the interstitial tissue near the surface. When it 
was applied for five minutes it caused necrosis of a 
superficial layer 2 or 3 mm. deep from freezing of the 
tissues. When it was applied for ten minutes the 
whole organ was frozen. When the scrotum was not 
opened the lesions differed only in degree. 

The authors attribute the superficial lesions di- 
rectly to the cold and the deep lesions to changes in 
the circulation brought about by the cold. When the 
animals were allowed to live, the frozen testicles 
later underwent a diffuse connective tissue sclerosis 
and in some cases showed a deposition of calcium. 

AuprREY Goss MorGan, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Watson Jones, R. W., and Roberts, R. E.: Calci- 
fication, Decalcification, and Ossification. Brit. 
J. Radiol., 1934, vii, 321, 391. 


Che authors summarize the correlation between 
the pathological, clinical, and roentgenological fea- 
tures of normal and abnormal calcification, de- 
calcification, and ossification. 

They regard the osteoblast as a cell no longer en- 
dowed with the specific power of laying down bone. 
Ihey believe that the early undifferentiated mesen- 
chyme of the embryo forms a common mesoblastic 
stem from which may develop fibrous tissue, carti- 
lage, or bone, and that the cells of these tissues are 
strictly comparable. After preliminary dedifferen- 
tiation to the state of primitive mesenchyme any of 
these tissues may be built up again in the form of 
one of the other tissues. For example, when the 
endocrine balance is disturbed as in hypoparathy- 
roidism, skeletal bone may be dedifferentiated only to 
re-appear as fibrous tissue. The authors agree with 
the theory of Leriche and Policard that the only 
factor necessary to determine bone as the ultimate 
destiny of a mass of primitive mesenchyme is an 
excess of calcium with an adequate blood supply. 

The mechanism of the deposition of calcium in the 
mesenchymatous tissues is a physicochemical prob- 
lem. It is probable that the calcium is not sepa- 
rately precipitated in the form of calcium carbonate, 
calcium phosphate, and other salts, but that the 
bone salt is a complex molecule holding in combina- 
tion magnesium, sodium, potassium, chloride, fluor- 
ide, and hydroxyl groups. Robison has shown that 
tissues which normally become the site of calcareous 
deposits contain an enzyme, phosphatase, which 
hydrolyzes the ester and sets free inorganic phos- 
phorus. The activity of the enzyme is dependent 
upon the hydrogen-ion concentration of the tissue 
fluids. 

Whatever may be the association between im- 
paired vascularity, phosphatase activity, and cal- 
cification, it is detinitely reversible. When the blood 
supply to a bone is decreased, the bone undergoes 
increased calcification, and when the blood supply is 
increased the bone undergoes decalcification. 

Very complete decalcification may be seen in the 
presence of infection of neighboring parts, but it is 
important to recognize that the loss of calcium under 
such circumstances may be due entirely to hyper- 
wmia and not to infection of the bone itself. 

Delay in the consolidation of fractures is frequently 
due to the “decalcification of disuse. Therefore de- 
layed union of leg fractures may often be corrected 
by simple weight-bearing in a splint or plaster which 


balances the functional activity of the limb with the 
arterial blood supply, thereby preventing further 
decalcification and leading to recalcification. 

The authors believe that the only factor of im 
portance in the causation of non-union is inadequate 
immobilization. When the fragments are imperfectly 
immobilized the constant shearing and twisting 
strains rupture the capillaries between them, inter- 
rupt the continuity of the developing connective 
tissue, and give rise to a constantly recurring hyper- 
wmia which causes decalcification of the bone ends. 

In the infected compound fracture there is still 
more decalcification as the initial hyperemia of 
trauma is continued by the hyperemia of infection 
and the treatment of the infection is quite often 
allowed to interfere with the immobilization. The 
Orr treatment of compound fractures has helped 
to overcome the difficulty not only by maintaining 
absolute immobilization despite the pres nce of in- 
fection, but also by reducing the loss of calcium by 
reducing the discharge. 

In discussing the transplantation of bone the 
authors state that the active growth of the graft 
cannot:continue after the first few hours unless sur- 
vival of the cells of the graft is assured by revasculari- 
zation. 

In the healing of bone after infection or injury 


.the initial decalcification of hyperemia is followed 


by the recalcification and sclerosis resulting from a 
reduction of the blood supply. This is evidenced by 
the dense bone in the region of a well-consolidated 
fracture. 

In discussing the clinical significance of ischaemic 
calcification of bone the authors consider the fragility 
of bone in Albers-Schoenberg’s, Kienboch’s, Preiser’s, 
Koehler’s, and Freiberg’s disease. 

In discussing the clinical significance of patho- 
logical calcification they cite the calcareous masses 
seen on the outer aspect of the shoulder joint which 
develop in the supraspinatus tendon. They state 
that it is not remarkable that of all the tendons in 
the body the supraspinatus tendon undergoes this 
change most commonly as it is the only tendon in 
which there is normally constant compression against 
bone. They advise evacuating the masses by in- 
cision. 

Attention is called to the fact that in Raynaud’s 
disease, calcification occurs most constantly in the 
terminal phalanges where there is normally a pre- 
ponderance of fibrous tissue and the impairment of 
vascularity will be most marked. The fibrosis may 
be increased by the organization of thrombi in 
small angiomata. 

Calcification occurring in intervertebral disks and 
semilunar cartilages may be explained similarly. 

Paut C. Cotonna, M.D. 
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Craver, L. F., and Copeland, M. M.: Changes in 
the Bone in Hodgkin’s Granuloma. 1 rcii. Surg., 
1934, XXvili, 1062. 

Of 172 cases of Hodgkin’s granuloma in which 
the diagnosis was proved by biopsy or autopsy, 
changes in the bones varying from highly fibrotic 
granulomatous to marked sarcomatous lesions were 
ound in 27 (15.7 per cent). The time of onset of the 

sseous changes following the onset of the disease 
vas variable, but there was no correlation between 
ihe severity of the osseous involvement and early or 
ate termination of the disease. 

Che majority of the patients were between seven- 
een and forty years of age. The incidence of the 
condition was about the same in males and females. 

Demonstrable invasion of the bones was preceded 

y pain of a dull aching or severe lancinating type. 
(he pain is produced by invasion of the nerve roots, 
sressure on a nerve, or destruction of bone. 

Compression of the spinal cord was found in 5 
ases. This was manifested clinically by weakness 
i the extremities below the compression, para- 
plegia, anesthesia along the distribution of the 
lected nerve, girdle hyperasthesia, and numbness 
{ varying degree in the distal portions of the ex- 
tremities. Spastic paralysis was an early feature in 
many cases. In 2 cases, herpes zoster occurred, but 
lesions of the vertebra at the level of that condition 
could not be found although the mediastinal nodes 
vere involved. Abdominal pain was referred from 
nerves compressed by diseased vertebra or by gas- 
ric obstruction by enlarged retroperitoneal nodes. 

The bone involvement caused no variation in the 
temperature. In the cases in which the urine was 
examined for Bence-Jones protein the findings were 
negative. The blood picture was either normal 
or showed some degree of secondary anemia. 

According to the literature the bones most fre- 
juently involved are the vertebra, sternum, pelvis, 
femur, ribs, skull, humerus, scapula, and clavicle, 
but in the cases reviewed by the authors the changes 
were found most often in the bones of the spine and 
pelvis. Pathological fracture was rare, but collapse, 
especially of the vertebra, was common. 

The lesions shown by roentgenograms were pre- 
dominantly either osteoplastic or osteoblastic. They 
usually occurred first in the portions of the bones 
still containing active (red) marrow as the disease 
appears early in hematopoietic tissues. Progression 
of the disease increased the lytic or plastic processes 
in the bones. In many cases both processes occurred 
at the same time. In the ribs the lesions looked like 
metastatic processes. In 1 case a bone cyst was 
simulated. When the vertebre were involved the 
intervertebral disks were usually unaffected unless 
they were crushed or broken by collapse of the 
vertebral bodies. Subperiosteal proliferation was 
often associated with collapse of the bone. Osteo- 
arthritis of the spine was sometimes seen in the early 
stages before the disease had become destructive. 

Hodgkin’s granuloma affecting bone is to be 
differentiated from metastatic carcinoma, lympho- 
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sarcoma, leukemic deposits, certain phases of Ew- 
ing’s tumor, and various forms of osteomyelitis. 

The only effective palliative treatment is irradi- 
ation, preferably with the roentgen rays. The va- 
rious methods of irradiation are: (1) the administra- 
tion of single heavy doses to all lymph-node areas, 
(2) the administration of fractional protracted 
doses to all areas, and (3) symptomatic treatment of 
involved areas only. The first method is not always 
well tolerated. Failure to secure relief in the past 
was often due to neglect of treatment of the deeper 
nodes. Rupotpu S. Reicu, M.D. 


Nichols, B. H., and Shiflett, E. L.: Osteopoikilosis: 
Report of an Unusual Case. Am. J. Roentgenol., 
1934, XXXxii, 52. 

Since osteopoikilosis was first described by Albers- 
Schoenberg in 1915, about twenty cases have been 
reported in the literature. These show no particular 
age or sex incidence, but suggest a hereditary factor. 
The condition has been found associated with dia 
betes, tuberculosis, and typhoid fever. 

In the recorded cases it produced no symptoms and 
was discovered incidentally during examination for 
some other condition. Roentgenograms show mul- 
tiple disseminated areas of increased density in the 
spongiosa of the bone which vary in shape from 
round to oval and in size from that of a pinhead to 
several centimeters in diameter. Involvement of all 
bones except those of the skull has been reported. 
Newcomet called the areas of increased density ex- 
tending from the cortex of the bone inward ‘‘en- 
dostoses.” The lesions apparently do not increase in 
size. According to Schmorl’s pathological descrip- 
tion, the areas of increased density are small, jagged 
osteomatous-like formations entering the trabecule 
of the spongiosa as nodular, poorly defined forma- 
tions. Joint surfaces are not involved. The areas 
appear more like compact bone than spongiosa. 

Histological study did not permit definite con- 
clusions regarding the genesis of the trabeculie. 
Schmorl thought they arose from the fibrous portion 
of the bone marrow. An endochondral origin was 
ruled out because the areas of increased density were 
not connected with cartilaginous ‘‘anlagen.” Rickets 
was not considered a probable factor. Schmorl con- 
cluded that osteopoikilosis is due to congenital 
“anlagen.” 

The case reported by the authors is that of a 
woman thirty-five years old who has been under 
observation for seventeen years. In 1916 a diag- 
nosis of hypopituitarism with multiple osteomata 
and numerous calcium deposits on the bones was 
made, and in 1926 and 1933, a diagnosis of hypo- 
pituitarism and hypothyroidism. The symptoms 
were pain in the feet and legs and headache. In 
1916 the metatarsals and metacarpals, which were 
extremely sensitive, became swollen and thickened. 
Roentgenograms showed multiple osteochondromata 
with at least one lesion resembling a cyst; multiple 
disseminated areas of increased bone density char- 
acteristic of osteopoikilosis; and a definite marked 
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proliferative periostitis of the long bones and the 
bones of the hands and feet. The pain was relieved 
by treatment with a pituitary preparation. 

In 1926 the patient gained weight, her breasts 
became large, pads of fat appeared over the hips, 
the bone and joint pains became worse, the urine 
showed a trace of albumin and a few pus cells, and 
nocturia dyspnoea, and oedema of the feet and ankles 
developed. Glucose tolerance tests showed a pre- 
diabetic curve. The basal metabolism was —7 per 
cent. There was no appreciable roentgenological 
change except the development of additional exos- 
toses and periosteal proliferations. 

The administration of thyroid extract and whole 
pituitary gland supplemented by general medical 
treatment resulted in no definite or constant relief 
of the symptoms. Rupocpu S. Retcu, M.D. 


Balissat, E.: Actinomycosis of Bone (L’actinomycose 
des os). Rev. méd. de la Suisse Rom., 1934, No. 5, 
508. 

The parasite causing actinomycosis in cattle was 
discovered by Rivolta in 1863. It was found in 
man by Israel in 1878. In cattle it usually affects 
the bones, but in man involvement of the bones is 
exceptional (79 of 490 cases reported in the literature). 
The lesion may arise by extension or metastasis. 
The author reports 3 cases of bone involvement. 

The first case was that of a man of forty-nine 
years who complained of generalized fatigue and 
pain which began several months after a prolonged 
cough and gradually increased. A few months later 
swelling developed in the feet and left calf. When the 
swellings were incised, pus was evacuated. The pa- 
tient was finally sent to the hospital with multiple 
abscesses. Pus from abscesses under the scapula, in 
the throat, over the thyroid, and in the axilla, left 
calf, and chest showed streptococci, staphylococci, 
and the gram-positive filaments of actinomyces. 
The apex of the right lung showed an opacity, and 
there was a persistent cough. The organisms found 
in the multiple abscesses were found also in the 
sputum. The patient died about nine months after 
the onset of the symptoms. Autopsy disclosed 
abscesses in the locations mentioned and also in the 
right lung and around the upper thoracic vertebrwz. 
The first 3 thoracic vertebra were softened and sur- 
rounded by pus, and there was a cavity connected 
by a sinus to the skin. Microscopic examination 
of these vertebra showed actinomyces in the center 
of the miliary abscesses. An excess of hemosiderin 
was found around these bone abscesses and also in 
the lesions on the feet. 

The second case, which was an example of spread- 
ing by extension, was that of a man forty-nine 
years of age who entered the hospital with a cough 
and rapidly increasing weakness and cachexia and 
died three months after the beginning of the svmp- 
toms. A clinical diagnosis of pulmonary tuberculosis 
was made, but autopsy showed abscesses near the 
seventh and eighth thoracic vertebre connecting 
with a large retropharyngeal abscess and an inter- 


lobar abscess in the right lung, and almost complete 
destruction of the seventh lumbar vertebra with « 
pronounced kyphosis at the level of that vertebra 
The granules and filaments of actinomyces were 
found in all of the abscesses. 

In the third case the bone involvement was meta 
static. The patient was a man forty-four years ol« 
who sustained a slight wound of the sole of the left 
foot while walking barefooted. The injury was fol 
lowed first by an abscess at the site of the injury and 
at the ankle. Six weeks later abscesses developed in 
the right scapular-and pectoral regions. When the 
abscesses were incised they yielded pus in which 
actinomyces were found. A week later cough, rales, 
and dullness in the right lung developed. The 
roentgenogram showed a dense opacity in the upper 
half of the right lung, and gram-positive filaments 
were found in the sputum. Death occurred suddenly 
from pulmonary embolism about four months after 
the development of the initial lesion. Autopsy dis- 
closed abscesses in the bodies of the eleventh and 
twelfth thoracic vertebra, the left heel, the lungs, 
and abdominal viscera. All of the abscesses con 
tained the granules and filaments of actinomyces. 

The portal of entry of the organisms is usually the 
digestive tract, less frequently the lungs, and rarely 
the skin. The author cites cases of extension from the 
sphenoid bone to the cranium, from the throat to the 
ear, from the appendix to the lumbar vertebra, and 
from the lung to the kidney and third lumbar verte- 
bra. The vertebra are the most frequent site of bone 
involvement, vertebral foci constituting 40 per cent 
of all skeletal lesions. 

Metastases occur through the vascular system 
more often than through the lymphatics. According 
to Werthemann, a primary lesion in the lungs metas- 
tasizes most frequently to the liver, spleen, kidneys, 
brain, and skin, and a primary lesion in the intes- 
tines metastasizes most frequently to the myo- 
cardium, muscles, skeleton, and meninges in the 
order named. 

The lesions often seen in the jaw have their origin 
in an osteoperiostitis around devitalized teeth. They 
are usually not noticed until a swelling forms in the 
submaxillary or parotid region. In general, the 
lesions in the bone begin at the periphery. First the 
periosteum is destroyed and then the bone is grad- 
ually eroded. The infection reaches the medullary 
canal through the haversian canals. As a rule the 
shape of the bone is preserved, but in the vertebral 
bodies the weakness sometimes causes kyphosis. 
If the disease becomes chronic, osteophytes may be 
formed, but as a rule there is a progressive destruc- 
tion and death occurs before bone regeneration can 
take place. Wituram Artuur Ciark, M.D. 


Carter, R. A.: Infectious Granulomata of Bones 
and Joints, with Special Reference to Cocci- 
dioidal Granuloma. Radiology, 1934, xxiii, 1. 


The author discusses coccidioidal granuloma of 
bones and joints on the basis of seventy cases. He 
describes the findings in involvement of the knee. 
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ankle, wrist, hip, shoulder, skull, ribs, sternum, 
ertebra, and pelvis, and compares the manifesta- 
tions of coccidioidal infections of the skeleton with 
those of blastomycosis, actinomycosis, torulosis, 
mycetoma, tuberculosis, leprosy, osteomyelitis, in- 
ectious arthritis, and syphilis. 
He states that coccidioidal infection produces a 
‘ather bizarre group of lesions. In'the skeletal sys- 
‘m it involves the tibia most frequently and the 
vitella next most frequently. Involvement of bones 
cad joints is usually accompanied by manifestations 
the infection elsewhere. As in many cases the 
ndition has a pulmonary onset, a roentgenogram 
i the chest may be of diagnostic aid. Cutaneous 
ivolvement and cervical adenopathy are common. 
\ positive diagnosis depends upon identification of 
© organism, and in some cases this requires 
‘peated animal inoculation. 
Paut C. Coronna, M.D. 


indén, O.: A Case of Osteitis Fibrosa Generalisata 
with a Well-Marked Tendency Toward Spon- 
taneous Cure. Acta radiol., 1934, xv, 202. 


When first examined by the author in 1920, the 
itient whose case is reported was twenty vears old. 
e complained of pain in the back, marked weak- 
ess in the back and legs, and general lassitude. 
(he blood calcium was 15 mgm. per 100 c.cm. 
Roentgen examination of the skeleton disclosed 
reas of rarefaction in the pelvis, some of the 
vertebrae, and the ribs. As these were interpreted 
is being due to tumor metastases, no treatment 
vas prescribed. 

During the following six months considerable 
spontaneous improvement in the symptoms oc- 
curred, the patient becoming able to walk quite well 
vithout support and able to return to work. 
Roentgen examination disclosed progressive healing 
in the involved bones. However, when the patient 
was last seen, the blood calcium was still 15 mgm. 
per roo c.cm. No operation was performed, and 
there were apparently no physical signs of a para- 
thyroid tumor. Lester R. Dracstept, M.D. 


Copher, G. H., and Key, J. A.: The Influence of 
Bladder Transplants on the Healing of Defects 
of Bone. Arch. Surg., 1934, xxix, 64. 


Copher and Key report a series of experiments on 
sixteen dogs in which the epithelium of the bladder 
was used to stimulate osteogenesis in large bone de- 
fects in the ulna. 

The results indicate that the presence of a growing 
transplant of epithelium from the bladder tends to 
stimulate osteogenesis in a bone defect and cause it 
to be bridged by new bone under circumstances 
which would ordinarily result in non-union. 

The technique of the operation consisted in simply 
exposing the ulna, splitting the periosteum, and re- 
moving a section of the shaft. No effort was made 
to determine how wide a defect could be bridged by 
bone under the influence of the bladder transplant. 
In fourteen of sixteen control dogs the same oper- 


ation was followed by non-union. The bladder trans- 
plants not only produced new bone to fill in the de- 
fect, but tended to prevent atrophy of the ends of 
the fragments. 

In experiments in which bladder epithelium was 
placed in the abdominal wall, marked proliferation 
of the bladder epithelium and beginning formation 
of cysts were found in the seven-day specimens. 
New bone was found first in the twenty-eight day 
specimens. The authors are unable to explain the 
mechanism by which the bladder transplant causes 
the formation of bone, but suggest that the process 
is due to the presence of a local excess of calcium 
secreted by the epithelial cells of the transplant. 

Paut C. CoLonna, M.D. 


Van Schrick, F. G.: A Contribution to the Problem 
of Chondrodystrophy (in Beitrag zu dem 
Problem: Chondrodystrophie). Zéschr. f. orthop. 
Ciitr., 1934, lx, 387. 

The patient whose case is reported was twenty 
three years old. His state of nutrition was good. 
The subcutaneous fatty tissue was abundant, and 
there was marked prominence of the capillaries of 
the skin of the buttocks. Intelligence was almost 
entirely lacking and speech was not intelligible. The 
patient did not learn to walk until he was two and a 
half years old or to talk until he was six years old. 
The size of his body was not determinable as he was 
unable to stand alone. All of his joints were in the 
flexed position, there was a hip contracture of 140 
degrees, and spasms prevented passive extension. 
The pubic region and axilla were hairless. The 
normally sized head was brachycephalic, the nose 
was broad, and the teeth were widely placed. The 
neck was short, thick, and plump. The thyroid 
gland was not palpable. The thorax was slightly 
wedge shaped and free from signs of rachitis. The 
testicles were well developed. The spinal column 
was slightly lordotic in the thoracic portion. Over 
the sacrum there was a sharply angulated lordosis 
due to the subluxation of the hip joints, and between 
the twelfth thoracic and the third lumbar vertebrie 
there was a sharply angulated kyphosis. The feet 
were small. The left foot showed slight clubfoot, 
and the right, slight flatfoot. The arms were 
relatively short, the hands small, and the fingers 
short. Walking was impossible. 

The patient’s maternal grandfather was an 
alcohol addict. His mother had an infantile ex- 
pression and stuttered. The other members of 
the family and the paternal family were healthy. 
One brother died at twenty months of age of con- 
vulsions and a sister was an imbecile. The oldest 
brother was healthy and normally developed. 

When the patient was ten years old he had a 
rachitic chicken breast, rachitic deformity of the 
extremities, a waddling gait, and a marked lanugo 
on the back, especially in the sacral region. 

A lateral roentgenogram showed marked pneu- 
matization of the facial portion of the skull, a small 
os tribasilare with dense shadows, and an almost 
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semicircular sella turcica with the clivus rising al- 
most vertically. There was no protrusion of the 
nasal bone, but the upper and lower jaws protruded 
very markedly. The upright ramus of the lower 
jaw was broad and had an angle of 90 degrees, but 
the chin portion was not very pronounced. The 
vertebral column was scoliotic and showed a 
kyphosis at the thoracolumbar junction. The thoracic 
vertebral column was almost vertical. The lumbar 
vertebre were markedly changed, especially the 
first to the third. The vertebral outlines were 
diffuse and the first vertebra was wedge shaped. 
rhe structure of the spongiosa was nowhere uniform, 
and the intervertebral disks were completely com- 
pressed in places. The intervertebral disks con- 
sisted of only a thin band. The vertebral bodies 
represented the middle type between infantile and 
adult vertebra, whereas the pelvis and hips were 
infantile. The epiphyses were still open, and the 
apophyses were distinct. The spongiosa and the 
calcium content were not uniform. The pelvic inlet 
was heart-shaped, the promontory was prominent, 
and the ischiopubic epiphysis was open and 
directed somewhat toward the left. The floor 
of the lemon-shaped acetabulum was. thick. 
The head of the femur was not located at the site of 
the acetabulum, and the shaft was not demar- 
cated from the neck. The picture suggested disloca- 
tion in a child of three years; also the conditions 
characteristic of osteochondritis juvenilis. The 
epiphysis of the neck of the femur was wavy on the 
right side and distinctly demarcated on the left. 
It had a step-like form and presented lateral cystic 
changes. At the ischiopubic epiphysis cystic changes 
were evident in the adjacent portions of bone. The 
trabeculz of the spongiosa could not be distinguished, 
and the calcium content seemed to be low. The 
diameter of the proximal portion of the right femur 
was greater than that of the left femur, and the 
diameter of the distal end of the left femur was 
greater than that of the right femur. The epiphyseal 
lines were wavy. This finding was more pronounced 
on the left side than on the right. The metaphysis 
was surrounded by a cup-shaped epiphysis. The 
structural markings of the epiphyses showed the 
signs of osteochondritis dissecans in the initial stage. 
A few trabecule of the spongiosa appeared as in 
late rickets. 

This case presented the characteristic signs of 
both chondrodystrophia congenita (Kaufmann) and 
chondrodystrophia adolescentium sive tarda (Schorr, 
Dahs, Brandes, Bracher) and _ osteochondritic 
changes. The roentgenographic findings showed 
also the characteristics of osteochondropathia multi- 
plex (Grudzinski). There were both malacic phe- 
nomena and hypoplastic processes. Open epiph- 
yses, which are rarely found in adults, were ob- 
served by Lauper in the epiphyseal cartilages of the 
hands of a woman twenty-five years of age and 
attributed by him to juvenile osteomalacia. Similar 
findings in the pelvis of a woman thirty-two years of 
age which were associated with the presence of 


islands of cartilage in the epiphysis of the radius 
were attributed by Mueller to late rickets. 

The author believes that in the case he reports in 
this article hyperplastic processes may also have 
played a part. The anterior embryonal center o/ 
growth preceded the caudal, congruence of the two 
centers of growth being therefore disturbed. The 
causative factors were evidently active during fetal 
life. According to the structure of the sella turcica, 
hypoplasia of the hypophysis was probably present 
The cooperation of these growth catalyzers was dis 
turbed in some way, and the nature and severit\ 
of the dysfunctions were manifested by the phe 
nomena in the growth of the cartilage. 

According to the work of Biedl and Abderhalden, 
total loss of the individual components of the 
hypophysis is recognized and in this condition also 
atrophic and destructive changes occur in the 
epiphyses. In the author’s case a pathological gene 
was not proved. In addition to a primary constitu 
tional anomaly there may have been, as Das be 
lieves, a hereditary predisposition. In all case reports 
a thyroid gland deficiency has been emphasized. 
Experiments carried out on cats by Hagenbach 
showed that thyroid-gland deficiency has an inhibi- 
tory effect on the growth of the cells of the carti 
laginous columns in the epiphyses. Hagenbach con- 
nected these findings with chondrodystrophy. In 
the pathological picture the zone of cartilage cells is 
not distinct from the cartilaginous columns as the 
honeycomb arrangement and the clearing are absent 
in larger cells. The formation of columns seems to 
have become disturbed. The cells of the cartilaginous 
columns extend up to the border of the epiphysis 
A zone of hypertrophic cartilage cells is missing 
Between the zones of cartilaginous proliferation and 
the marrow lies a faint, transversely running strip 
of ‘‘ostegenic’’ substance which passes through the 
entire epiphyseal line. 

The author had the opportunity to examine a 
‘severely rachitic” child which died at the age of ten 
months. Even though there were a few signs of rachitis 
(a vacuolated zone of calcification) he concluded 
from the deficient development of the spongiosa, the 
narrow band of cartilaginous columns which in some 
places had disappeared entirely, the large sinus-like 
marrow spaces, and the scoliotic vertebral column, 
that the condition was chondrodystrophia congenita 
tarda. Chondrodystrophia was suggested also in the 
case of a ten-year-old girl who came under the 
author’s observation with a diagnosis of kyphosis of 
adolescence. Apparently this was a case of postural 
collapse. The patient complained of continuous 
pain in the back and easy fatigue. The lateral 
roentgenogram revealed marked changes at the edges 
of the fifth to the tenth thoracic vertebra. There 
was a “stratified destruction.”’ The spongiosa of the 
wedge-shaped vertebre showed a peculiar cloudy 
marking. The intervertebral disks were compressed, 
and the nuclei pulposi were pushed forward. The 
dorsoventral roentgenogram of the knee joint showed 
reduction of the calcium content, a striped arrange- 
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ment of the trabecule of the spongiosa in a crani- 
ocaudal direction, and an apparent transverse 
breaking through of the trabecule of the spongiosa 
parallel with the epiphyses. The epiphyses were 
rregular in both the femur and the tibia, appeared 
lisarranged, contained isolated islands of bone, and 
urrounded the diaphyses in the shape of a cup. 
[he joint space was broader on the left than on the 
right, and the articular cartilage was roughened. 
isolated parts were broken off, particularly in the 
condyles of the femur. In place of the tuberosity of 
he tibia a wedge of bone with a downward-pointing 
pur was lodged in the epiphysis. 

[he picture suggested Schlatter’s disease. The 

cepiphyses of the ulna and radius were also changed. 
tachitis tarda could be excluded because of the 
egative clinical findings and the refractory be- 
,avior of the process to all specific therapy. Because 
if the manifold forms of the phenomena the author 
‘ejects Valentin’s diagnosis of “‘systemic disease.”’ 
{n addition to the chondrodystrophic phenomena 
‘here were findings suggestive of osteochondritis 
dissecans as well as Kienbock’s and Osgood- 
Schlatter’s disease. The thyroid gland was soft and 
enlarged. i 

In both cases similar changes in the skeletal 

.ystem were found. The author agrees with Bracher, 
\Vollenberger, and others that these destructive 
changes are to be attributed to endocrine dis- 
‘urbances. He explains the histological changes by a 
hormonal property peculiar to the bone marrow 
vhich is controlled by the endocrine system. The 
embryologists (Veit) attribute the different changes 
to developmental hormones. From this standpoint 
ihe conception of the condition as a “systemic 
disease’ may be justified. However it is not justified 
in the sense of the osteochondropathia multiplex, 
as the bones are not involved, typical changes in the 
bones are absent, and all the changes are found in 
the cartilage. The term ‘‘achondroplasia’”’ indicates 
too little as the formation of cartilage is not lacking, 
but the growth of cartilage is inhibited and there is a 
destruction of already existing tissue. 

Among the osteocartilaginous diseases the author 
distinguishes diseases due to vitamin deficiency and 
diseases due to endocrine factors. In the former the 
direction of the development of the osteocartilagin- 
ous tissue is changed, whereas in the latter there are 
changes in the extent and degree of the development 
of the affected tissues. Diseases of the second group 
are often associated with those of the first. Since, 
in addition to endocrine changes, there is avitam- 
inosis, the picture of an otherwise incomprehensible 
systemic disease is explained. As several etiological 
factors are involved, Van Schrick proposes the term 
“chondromalacia,”’ leaving the cause out of con- 
sideration. By the use of this term with the addition 
of the name of the author the picture described by 
an author may be recognized. Van Schrick con- 
siders the term “dystrophia spongiosa epiphysaria”’ 
proposed by Ghimus for the combined forms of the 
disease as very appropriate. 


dv 


A histologically distinct disease picture is shown by 
several photographs, roentgenograms, and drawings. 
ENGEL (Z). 


Hackenbroch: Non-Operative Mobilization of Fi- 
brous Ankylosed Joints (Unblutige Mobilisation 
fibroes versteifter Gelenke). Ztschr. f. orthop. Chir., 
1934, Ix, 308. 


Contrary to the prevailing aversion to forcible 
measures for the mobilization of fibrous ankyloses, 
the author recommends such measures for certain 
cases as he has found that they may be followed by 
surprisingly good results. The cases for which they 
may be considered are those in which efforts at 
gradual correction have failed or their failure is to 
be expected because of too firm locking of the joint 
or long duration of the ankylosis, and those in which 
the roentgenogram shows that the joint is entirely 
intact and free from osseous changes and a plastic 
operation would be too radical. 

Difficulties are encountered in the determination 
of the indications, the method of operative pro- 
cedure, and the after-treatment. Intervention is 
indicated in gonorrhoeal, septic, rheumatic, and 
traumatic ankyloses of the types mentioned if the 
condition has been present for at least a year, the 
joint has become completely quiescent, the sedi- 
mentation reaction has become normal, and the 
musculature is in good condition. 

Preliminary treatment with massage and exer- 
cises is essential. The mobilization itself is done under 
general anesthesia with extreme gentleness and 
slowness. In the knee joint, careful preliminary 
separation of the patella is necessary. After the 
mobilization a plaster cast is applied in a flexed 
position and an ice bag is applied over the joint. 
Movements are begun after about five days. The 
use of a special apparatus which allows simultaneous 
extension of the joint, massage, the application of 
hot air, and the induction of Bier’s hyperemia are 
also recommended. Bier’s hyperemia often facili- 
tates motion through its analgesic effect. As the 
reported cases show, the results are often astonishing. 

(Z) 


Plummer, W. W., Sanes, S., and Smith, W. S.: 
Hzmatogenous Tuberculosis of the Skeletal 
Muscles. Report of a Case with Involvement 
of the Gastrocnemius Muscle. J. Boxe & Joint 
Surg., 1934, Xvi, 631. 

In the case of tuberculosis of the gastrocnemius 
muscle reported the nature of the lesion was proved 
by pathological and bacteriological studies and the 
patient was under observation for two years. 

The authors state that in cases of solitary cold 
abscesses or isolated nodules surgical removal is 
indicated. The wounds heal by first intention, and 
both the functional and sympatomatic results are 
good. For the fungoid form, numerous nodules, and 
excessive granulations following excision roentgen- 
ray irradiation has been recommended. 

ELVEN J. BERKHETSER, M.D. 
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Lasserre, M. C.: Focal Hypertrophic Osteopathies. 
The Diagnosis of Craniofacial Forms (Osté- 
opathies hypertrophiantes en foyers. Diagnostic 
des formes cranio-faciales). J. de méd. de Bordeaux, 
1934, CXi, 339. 


The enlargements of the flat bones in focal 
hypertrophic osteopathies may be due to either an 
extensive periostitis or a diffuse osteitis fibrosa. They 
usually begin in the frontal, parietal, and molar 
regions. The process goes on to sclerosis or even to 
eburnation of the bone, and is usually fatal. 

Tumors of the paranasal bones are most frequent 
in the African race. The lesions resemble a luetic 
osteitis more than osteitis fibrosa. It has been sug- 
gested that the cranial enlargements may be con- 
sidered a localized hydrocephalus. The author cites 
a case of thickening of the cranium in the frontal 
region in which there was syndactylism of all of the 
extremities. There may be a diminution in the size of 
the cranium in all dimensions due to premature 
closure of the sutures. The sinuses may be absent. 
Hypertrophy of only one half of the skull may occur. 
In 1 such case death followed the symptoms of 
cerebral tumor. 

Irregularity and thickening of the bones of the 
skull may be caused by the pressure of an intra- 
cranial tumor. These changes were found in 11 of 
420 cases of brain tumor. The author suggests the 
name “hypercranioses” for such skull deformities 
and states that a brain tumor should always be sus- 
pected in their presence. 

Osteomata of the face occur most frequently in the 
orbit and sinuses. Osteomata of the orbit usually 
begin in a neighboring sinus. In its early stages, 
leontiasis ossea may be considered a single osteoma. 
Osteomata of the skull generally affect only the inner 
table. Sometimes there is an osteoplastic tendency. 
The author cites a case in which a large, hard bony 
tumor 18 cm. long and projecting 14 cm. developed 
on the skull of a man thirty-two years of age. At 
autopsy the neoplasm was found to have a hard wall 
and a soft center divided by bony trabecule. In the 
case of a child three vears of age there was a more 
diffuse proliferation. In both of these cases the 
tumor was diagnosed as an osteosarcoma. 

A similar tumor may be produced by syphilitic 
osteitis. Such a neoplasm may have either a rarefy- 
ing or a condensing effect, but in the skull the latter 
is more common. The inner table of the skull has 
been said to be a frequent site of bone syphilis. The 
symptoms of the lesion described may be of a nerv- 
ous nature, such as epileptic crises, hemiparesis, or 
motor paralysis of the eye. 

Osteofibroma may cause thickening of the alveolar 
processes of either jaw and a lowering of the palatine 
vault. It causes no destruction of bone. Chondroma, 
which appears in the roentgenogram as a block of 
cartilage, may occur on the alveolar borders of the 
maxilla. Osteoma may be central or peripheral, and 
involve the mandible, the nasal bones, or the sinuses. 
Giant-cell tumors may be locally malignant, but do 
not metastasize. Endothelioma may involve the 


paradental regions in either a solid or a cystic form. 
Witiram ArtTHuUR CLARK, M.D. 


Talbot, A.: Acute Osteomyelitis of the Entire 
Shaft of the Radius with Rapid Total Necrosis 
of the Bone; Sequestrectomy; Early Secondary 
Resection in Two Stages; Osseous Regeneration 
(Pandiaphysite aigué du radius avec nécrose totale 
rapide de l’os; séquestrectomie; résection secondaire 
précoce en deux temps; régénération osseuse). Rev. 
d’orthop., 1934, xl, 315. 

Two days after infection of the thumb of a man 
twenty-two years of age there developed behind the 
elbow an abscess from which free pus containing a 
pure culture of staphylococci was evacuated. A 
week later an abscess near the styloid of the radius 
was opened. No connection between this abscess 
and the bone was seen, but the temperature was still 
high, occasionally reaching 40 degrees C., and in- 
volvement of the bone was suspected. Incision over 
the posterior aspect of the radial shaft revealed an 
extensive osteomyelitis with pus under the peri- 
osteum. The entire shaft eventually became a 
sequestrum. The distal half of the sequestrum was 
removed about six weeks after the acute stage and 
the proximal half three weeks later. A plaster cast 
was applied to maintain the elbow in oo degrees of 
flexion and the forearm in neutral rotation. Three 
months later the radial shaft showed good regenera- 
tion on roentgen examination, but was irregular in 
form and about 2 cm. shorter than normal, causing 
a moderate radial deviation of the hand. Flexion of 
the elbow was almost normal, but extension was 
limited to 140 degrees. Wrist flexion was good, but 
no hyperextension was possible. 

In discussing the question as to whether complete 
resection of the radial shaft should be done in such a 
case the author says that there is always the danger 
that the bone will not regenerate and that if it does 
regenerate the shaft may be so misshapened that it 
will interfere with rotation of the forearm. The time 
at which such a complete resection is performed is an 
important factor. If the resection is done too early 
—less than two weeks after the acute infection— 
there is danger of removing viable bone with the 
dead bone, and if it is done too late—after three or 
four months—the new bone will be so abundant 
that it will interfere with resection of the sequest- 
rum. In the case reported sequestrectomy was 
performed after about two months, which seemed to 
be the best time at least in this case. The necessity 
for immobilization of the wrist is associated with 
the danger of ankylosis of the wrist and elbow. 

WrturaAm ArtHuR CLarK, M.D. 


Bravo y Dias Cafiedo: Traumatic Malacias of the 
Navicular Bone of the Wrist (Malacias de origen 
traumatico del escafoides del carpo). Actas Soc. de 
cirug. de Madrid, 1933, iii, 7. 

When aseptic necrosis of a bone appears and in- 
creases without apparent cause, a condition of lo- 
cal rickets or osteomalacia is suspected. Local 
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weakness and deformity may be caused by injury. 
{n the wrist, local osteomalacia involves principally 
the lunate and navicular bones. Involvement of the 
navicular bone is called ‘“‘Koehler’s disease” or 
‘* Mouchet’s disease,”’ and involvement of the lunate 
bone, “‘ Kienbock’s disease.” 

Involvement of the navicular bone alone is very 
rare. The author reports three cases. Conservative 
treatment consisting of immobilization. the induction 
of local hyperthermia, continuous extension, and 
yrotein therapy was unsuccessful. Multiple perfo- 
rations were then made in the involved bone and the 
cystic portion was extirpated. Following this treat- 
ment regeneration of the bone was observed in 
roentgenograms. WitttAm R. MEEKER, M.D. 


Pieri, G.: The Surgical Treatment of Congenital 
Muscular Torticollis (Sulla cura operatoria del 
torcicollo muscolare congenito). Arch. di chir. 
infantile, 1934, i, 221. 


Pieri reports ten cases of congenital muscular 
torticollis which were treated surgically. The ages 
of the patients ranged from four to twenty-three 
ears. Follow-up examination—in one case ten 
vears after the operation—showed the results to be 
excellent. 

[he method employed was chiefly that of Foederl 
with a few minor modifications. This procedure 
liffers from others chiefly in the surgical approach, 
vhich is made on the inferior, instead of the superior, 
portion of the muscle. The author summarizes its 
advantages as follows: 

1. The scar is less conspicuous in the inferior 
portion of the neck. 

2. The low incision renders the operation less 
difficult technically. 

3. The functional results are better than those of 
other procedures. GeorcE C. Frvoza, M.D. 


Lagrot, F., and Cohen-Solal, L.: Painful Forms of 
Lumbosacral Spina Bifida Occulta and Their 
Treatment (Les formes douloureuses du spina 
bifida occulta lombosacré et leur traitement). Rev. 
d’orthop., 1934, xli, 194. 

In the numerous affections designated as sciatica, 
especially those presumably of rheumatic origin, 
roentgen study frequently reveals an organic verte- 
bral origin. Lumbosacral spina bifida occulta is not 
a rare cause, but is often unrecognized. 

The painful manifestations of this vertebral mal- 
formation are many and varied. Eventually the 
pain localizes and radiates to the lower extremities 
and the vertebral column. 

The authors describe four types of painful mani 
festations of lumbosacral spina bifida occulta: 
(t) pain irradiating more or less to the lumbar 
regions, (2) a type of pseudo-Pott’s disease, (3) a 
type of vertebral insufficiency, and (4) the pseudo- 
nephritic type. 

The first type is rather frequent. The pain may 
remain local and eventually become accompanied 
by fatigue or may radiate to the thigh. When it 
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radiates to the thigh it may stimulate sciatic neu- 
ralgia, but is not accompanied by radicular signs. 
There may be anesthesia in the region of the rectum 
and scrotum, and the plantar and Achilles reflexes 
may be absent. In some cases spasticity of the leg 
muscles may be present. 

The type of pseudo-Pott’s disease is characterized 
by a localized spinal pain, contracture of the verte- 
bral muscles, and the appearance of a deviation. 
Occasionally the reflexes are exaggerated and an 
ankle clonus is present. In contrast to Pott’s 
disease, bed rest is not followed by amelioration of 
the symptoms. 

The type of vertebral insufficiency is characterized 
by indefinite, vague, and variable vertebral pain. 
There appears a type of postural weakness which 
requires frequent changes of position for comfort. 

The pseudo-nephritic type is characterized by 
pain suggesting nephritic colic, but even between 
the attacks there is a constant localized tenderness 
in the region of the lower spinal column. As a rule 
the urine is negative. Roentgen study of the 
lumbosacral region reveals the nature of the disease. 

Irrespective of the affection simulated, pressure 
at the level of the spina bifida is always followed by 
an acute, sharp pain. When the condition persists 
for a considerable length of time urinary inconti- 
nence and a lumbar tumor may develop. The ulti- 
mate simulated clinical syndrome is somewhat ab- 
normal, there being, for example, crural neuralgia 
associated with sciatica or cutaneous hyperesthesia 
associated with atrophy of the painful extremity. 
The condition remains refractory to treatment. 

The correct diagnosis is made on the basis of the 
facts mentioned and the findings of roentgen study. 
Injected lipiodol is not necessarily arrested at the 
level of the spina bifida. 

The usual treatment consists of the administration 
of salicylates, irradiation, immobilization, and the 
use of orthopedic appliances. In very severe cases 
in which these measures are ineffective, laminectomy 
gives excellent results as a rule. 

AARON S. SCHWARTZMAN, M.D. 


Schapira, C.: A Clinical and Roentgenological Con- 
tribution to the Study of Localized Affections 
of the Intervertebral Disks (Contributo clinico e 
radiologico allo studio delle affezioni localizzate del 
disco intervertebrale). Chir. d. organi di movimento, 
1933, XViii, 545. 

Following a review of the more important studies 
of the intervertebral disks, Schapira reports three 
cases of lesions of these disks. 

The first case was one of calcification of the nu- 
cleus pulposus of the tenth thoracic intervertebral 
disk of a patient who had numerous visceral lesions 
of tuberculosis. The disk lesion caused pain and 
stiffmess of the back. In the course of eighteen 
months partial resorption of the calcification oc- 
curred, but there was a coincident marked narrow- 
ing of the intervertebral space which indicated ex- 
tension of the disease process. 
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The second case was one of calcification of the disk 
between the eleventh and twelfth thoracic verte- 
bre of a patient who had been cured of Pott’s dis- 
ease. The calcification did not correspond exactly to 
the nucleus pulposus, but this might well have been 
due to the fact that the spine was markedly curved, 
the nucleus pulposus being therefore displaced to- 
ward the region of less compression. 

The third case was of interest because it was a 
case of calcification of an intervertebral disk in a 
child of fourteen years. In a review of the literature 
the author was able to find only one case of this con- 
dition in a child—-that of a child of twelve years re- 
ported by Baron. Rathke found no case in which it 
occurred before the age of twenty-nine years. The 
case reported by Schapira is of interest also because 
of the location of the calcification between the third 
and fourth thoracic vertebra as no case of calcifica- 
tion above the fifth disk has been reported to date. 

In his studies Schapira was impressed by the fre- 
quency with which calcification of a nucleus pulpo- 
sus is associated with tuberculosis even though the 
first symptoms may date from a trauma. 

In conclusion he reports a case presenting the syn- 
drome of primary localized degeneration of an inter- 
vertebral disk recently described by Putti. This 
condition occurs between the thirtieth and fortieth 
vears of age. It is associated with a localized scolio- 
sis which often can be demonstrated only roent- 
genographically. It is cured by immobilization and 
active hyperthermia. Evcene T. Leppy, M.D. 


Mancini, G.: The Evolution of Mediastinal Ab- 
scesses in Pott’s Disease under Climatotherapy 
(Evoluzione degli ascessi mediastinici da morbo di 
Pott col trattamento climatoterapico). Chir. d. 
organi di movimento, 1933, Xvili, 587. 

Mancini discusses the course of prevertebral and 
paravertebral abscesses occurring in cases of tu- 
berculosis of the thoracic spine. Of 283 cases of tu- 
berculous spondylitis which were observed during a 
period of nine years at the Codivilla Heliotherapy 
Institute, lesions were present in the thoracic spine 
in 96, and of the latter group, an accessory medias- 
tinal shadow was demonstrated in 78 (81.25 per 
cent). The most common shadows were roughly 
globular and occurred in the middle section of the 
thoracic spine. Next most common was a heart- 
shaped or shield-shaped shadow at the upper end of 
the spine. At the lower end the shadow was usually 
roughly globular. Least common was a bilocular or 
hour-glass-shaped shadow. These shadows corre- 
sponded quite definitely to the location of the dis- 
eased vertebra and were largest opposite the vertebra 
most involved. 

In 24 (30.7 per cent) of the cases with an acces- 
sory mediastinal shadow the abscess was completely 
absorbed or only a calcified residuum remained when 
the patient was dismissed; in 35 (44.8) per cent, the 
mediastinal abscess shadow was markedly smaller; 
and in 13, the shadow was unchanged. Six of the 
patients died during treatment. 


Mancini reports the clinical histories of 9 typica| 
cases, describing the mediastinal condition before 
and after treatment. Completion of the treatmen: 
required from six months to two years. 

In many of the cases of thoracic spondylitis spina! 
irritation was manifested by changes in the reflexes. 
In 15, there was definite evidence of more or less 
cord pressure. In all, there was a definite mediastinal 
abscess. Eleven (73.3 per cent) of the patients with 
spondylitis were dismissed with the paraplegia cured 
or greatly improved, 2 (13.3 per cent) showed no 
change, and 2 died. Several of the patients with 
paraplegia had other severe conditions: 1 had car 
diac disease; 1, diabetes; 4, pulmonary lesions; and 
1 a localized lumbar spondylitis. Two of the patients 
with paraplegia were in the first decade of life, 5 
were in the second, 2 were in the third, 5 were in the 
fourth, and 1 was in the fifth. In the majority of the 
cases the disease involved 3 or more vertebre. The 
incidence of cure in the cases of paraplegia (73.3 per 
cent) was higher than the incidence of cure in the 
cases of spondylitis (30.7 per cent) because the pa- 
tients with paraplegia, realizing the gravity of their 
condition, completed the treatment, whereas those 
with spondylitis left the Institute before they were 
cured. 

Even though climatoheliotherapy was the treat- 
ment of choice in these cases, other established 
methods such as immunizing treatment and the ad- 
ministration of calcium and iodides were employed 
in addition. Albee’s operation was performed only 
in cases in which the lesion did not heal or the pain 
persisted after the usual treatment. It was not per- 
formed in the cases of paraplegia. 

Mancini attributes the good results to the com 
bined effects of climate, sunlight and iramobiliza- 
tion. EvuGENE T. Leppy, M.D. 


Iesu, G.: The Frequency of Acute Osteomyelitis of 
the Pubis (Sulla frequenze dell’osteomielite acuta 
del pube). Chir. d. organi di movimento, 1934. 
xix, x. 

The author reports three cases of acute osteo- 
myelitis of the pubis. The patients were six, twenty, 
and fifty years of age. All of them recovered. 

Acute osteomyelitis of the pubis does not differ in 
its pathological anatomy, etiology, or symptoms 
from acute osteomyelitis of any other bone. The 
infrequency of involvement of the pubis may be 
due to the fact that this bone contains a relatively 
small amount of spongiosa. Iesu reviews the statis- 
tics on the occurrence of osteomyelitis in unusual 
sites and the records of twenty-five cases of acute 
osteomyelitis of the pubis which he collected from 
the literature. 

In its development, the pubis constitutes one of 
the two centers of primary ossification of the iliac 
bone. It fuses with the ischium between the tenth 
and twelfth years of age and with the ilium between 
the fifteenth and sixteenth years. Therefore osteo- 
myelitis appearing before puberty occurs in this 
primary center. After puberty, two complementary 
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centers of ossification appear for the spine and the 
angle of the pubis. These fuse with the main por- 
tion of the bone during the eighteenth and twenty- 
second years of age respectively. Accordingly, these 
centers may be involved only in infections occurring 
after puberty. 

The abscess formed as the result of the disease 
may point toward the skin, toward the true pelvis, 
or, in females, in the vagina. The treatment indi- 
cated is the same as that for osteomyelitis elsewhere. 

A. Louts Rost, M.D. 


Jentzer, A.: Osteomyelitis of the Pubis, Chronic 
from the Start, Stirred up by Symphyseotomy 
(Ostéomyélite chronique d’emblée du pubis dé- 
clanchée par une symphyséotomie). Rev. d’orthop., 
1934, xli, 289. 

Chronic osteomyelitis of the pubis is more un- 
common than the acute form. In a review of the 
literature Jentzen was able to find only fifteen cases 
of chronic osteomyelitis following acute osteomy- 
elitis and only one case similar to the case he reports 
in this article in which the osteomyelitis was chronic 
from the beginning. 

Jentzer’s patient, a woman twenty-nine years old 
vho had never been seriously ill, was subjected to 
symphyseotomy during a difficult delivery. About 
two weeks later she complained of pain in the pelvis 
and there was a discharge from the wound over the 
symphysis. When she began to walk she experienced 
agonizing pain in the region of the pubis and her gait 
resembled that caused by bilateral congenital dis- 
location of the hip. Her condition gradually became 
worse and in spite of irrigation of the suprasymphys- 
eal wound with Dakin’s solution, the odor from the 
wound became very offensive. About five months 
after delivery, when she was first seen by Jentzer, 
roentgen examination of the pubis showed a sepa- 
ration of about 20 mm., destruction of bone, rough 
edges, and small sequestra. 

After the patient’s general condition had been im- 
proved, curettage of the bone was done. The pubis 
showed a separation of 25 mm., and the two sides 
could be moved independently. Dressing with mer- 
curochrome was done and ultraviolet rays were ap- 
plied. A month later the odor had ceased and the gen- 
eral health was much improved. X-ray examination 
of the pubis then showed a separation of about 30 
mm., but the bone edges were clean. Four months 
after the curettage the wound was healed. The pubic 
bones seemed to be held together, and roentgen 
examination showed the distance between them to be 
almost normal. When the patient was re-examined 
five years later she was found to be completely 
cured. 

From this case and the cases collected from the 
literature the author draws the following conclusions: 

t. Non-tuberculous chronic osteomyelitis of the 
pubis is rare. 

2. There may be a latent infection. 

3. The first symptoms may be referred to the 
bladder. 


4. In the differential diagnosis cystoscopy should 
be done. 

5. Urinary calculi may be present and may not 
disappear until the osteomyelitis is cured. 

6. The treatment indicated is curettage by an 
extraperitoneal approach, application of the ultra- 
violet ray, and measures to improve the general con- 
dition. WILLIAM ARTHUR CLARK, M.D. 


Maselli, V.: Juvenile Deforming Osteochondritis 
and Osteo-Arthritis of the Hip (Dell’ osteo- 
condrite e osteoartrite giovanile deformante dell’ 
anca). Chir. d. organi di movimento, 1934, xix, 13. 

The author reports ten cases of juvenile deform- 
ing osteochondritis and osteo-arthritis of the hip, a 
condition originallv described by Perthes as osteo- 
chondritis. The pathological process in the hip 
joint can now be differentiated from the tuberculous 
arthritis with which it was formerly confused. At 
first, the process is an osteochondritis of the epi- 
physis of the head, but later it involves the neck of 
the femur and the acetabulum. The involvement of 
all of these structures may explain the development 
of valgus or varus deformities of the epiphysis. The 
osteo-arthritis is believed to occur secondarily or to 
become superimposed upon the osteochondritis, espe- 
cially if the latter involves the acetabulum. 

In cases of unilateral lesions studied roent- 
genologically the author noted an absorption of 
bands of calcium and a partial aplasia of the bony 
structure of the nuclei in the unaffected leg. These 
conditions, whether congenital or acquired, may 
predispose to the development of osteochondritis. 

The possible causes are trauma, infection, 
toxemia, local vascular disturbances, and endocrine 
dysfunction. PeTeR A. Rost, M.D. 


Danforth, M. S.: The Treatment of Legg-Calvé- 
Perthes Disease Without Weight-Bearing. J. 
Bone & Joint Surg., 1934, xvi, 516. 


The author urges the prevention of weight-bearing 
in Legg-Calvé-Perthes disease until the bone struc- 
ture becomes normal. 

He became interested in the treatment of this 
condition as the result of the study of young patients 
in whose cases a diagnosis of tuberculnsis of the hip 
was made during the period from 1909 to 10913. 
These patients were treated by traction in bed, trac- 
tion in hip splints, or traction with plaster-of-Paris 
spicas. No weight bearing was allowed. In a num- 
ber of them the final result was an apparently healed 
hip joint with motion through a nearly normal 
range. Restudy of those who recovered with mov- 
able hips led to the conclusion that they had been 
suffering from the changes in the epiphysis of the 
femur which are now classified as Legg-Calvé- 
Perthes disease. 

To three of his older cases, in two of which treat- 
ment with prevention of weight-bearing was carried 
out and in one of which weight-bearing could not be 
prevented because of lack of codperation on the part 
of the patient, the author adds three recent cases in 
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which freedom from weight-bearing was instituted 
for periods of from three and a half to four years 
without the use of traction or apparatus. In the 
older cases which were under observation for as long 
as ten years a traction splint or cast was used. Ex- 
cept in the case in which weight-bearing could not 
be prevented, nearly perfect restoration of the femo- 
ral head resulted. In the one exception there was 
deformity of the head with loss of normal motion 
and shortening of the leg. It was evident that the 
clinical picture and symptoms coincided to a marked 
degree with the roentgen findings. The two pa- 
tients who followed the prescribed treatment ten 
years ago have remained well and their roentgeno- 
grams show a normal contour of the femoral head. 
The author emphasizes that when proper treatment 
is not given the sequele may include, in addition to 
deformity of the head of the femur, the develop- 
ment of a painful osteo-arthritis of the hip at the age 
of forty or fifty years. Ropert C. Lonercan, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Orell, S.: Studies on Bone Implantation and New 
Formation of Bone; the Implantation of Pure 
Bone and the Transplantation of New Bone 
(Studien ueber Knochenimplantation und Knochen- 
neubildung, Implantation von “Os Purum”’ sowie 
Transplantation von “Os Novum’’). Acta chirurg. 
Scand., 1934, Ixxix, Supp. xxxi. 

The author’s clinical cases show that boiled, auto- 
plastic bone can be implanted into epiphyses and 
diaphyses in osteoplastic wedge osteotomies with 
good clinical and roentgenological results. It heals 
in and undergoes metaplasia. They have demon- 
strated also that previously treated bone material— 
pure bone (bone with the fat, connective tissue, and 
albumin removed)—will heal in and undergo meta- 
plasia with good clinical, roentgenological, and 
anatomical results when it is used in osteoplasties, 
for the filling in of bone defects after bone and joint 
resections, and in osteosyntheses. Bone in the 
process of new formation—new bone—can be used 
with good results in the Albee operation and opera- 
tions for pseudarthroses. 

The new formation of bone occurring after im- 
plantation of a graft, in clinical cases progresses in 
the same way as the new formation of bone after 
the implantation of small pieces of partly periosteal 
and partly endosteal bone. The periosteal new 
formation of bone is manifested roentgenologically 
and anatomically by deposits of new bone. The 
endosteal new formation of bone is manifested at 
first by increased density of the implanted bone and 
diminished definition of its structure and later by 
the appearance of new bone structures. 

The periosteal new formation of bone proceeds at 
first relatively rapidly, abundantly, and extensively, 
but later shows a tendency toward contraction and 
deformity while the new bone tissue is still soft. 
The endosteal new formation of bone proceeds more 


slowly with breaking down of the implant if boiled, 
autoplastic, or previously treated bone is used and is 
not subjected to too powerful mechanical demands. 
In general the implant seems to retain its form until 
the new bone has attained sufficient firmness by 
calcification. The new formation of bone is limited 
to the epiphysis. It proceeds in the cleft between 
the firm bone and the implant and in the wide cleft 
spaces of the spongiosa of the implant, and tends to 
expand over their borders. 

In the formation and development of the new 
formation of boné the local conditions of nutrition 
and circulation are of great importance. 

To maintain definite form of the skeletal part 
when bone implants are used in an osteoplastic 
operation, the implant must fill up the defect in the 
bone and the attempt must be made to obtain 
endosteal new formation of bone. When the 
primary desire is to further the periosteal new 
formation of bone, the implant should be given such 
a form that it fixes the bone ends to each other but 
otherwise its impingement on the subperiosteal 
space is minimal. 

Hard bone substance in the form of boiled auto- 
plastic bone or pure bone can be implanted either 
alone or, to obtain complete metaplasia of the 
implant, with living bone connective tissue. 

In the author’s cases the subperiosteal implanta- 
tion of autoplastic or pure bone in the diaphysis or 
epiphysis after resection was followed by good 
metaplasia. 

When pure bone was implanted into the diaphysis 
where the periosteum and the greater part of the 
diaphysis had been destroyed, had undergone 
sequestration, or had been resected, the bone was 
completely resorbed without new formation of bone, 
whereas when it was implanted parallel with, and 
close to, fresh autoplastic bone a good result was 
obtained. 

After the Albee operation implanted grafts of 
pure bone become fused into the spinous processes 
and resorbed, doubtless partly because the spinous 
processes, which consist of spongy substance, have a 
slight tendency toward expansive bone formation 
and partly because there is no obstruction to the 
ingrowth of the extraskeletal connective tissue. The 
mechanical demands to which the graft is subjected 
because of its position in the spinous processes 
appears in itself unable to stimulate bone formation 
by the cells of the extraskeletal connective tissue. 
In osseous connective tissue the property of bone 
formation has reached such development onto- 
genetically and phylogenetically that it is rapidly 
activated by stimulation, whereas in extraskeletal! 
tissue the cells must first acquire this function and 
undergo metaplasia through long-continued stimula- 
tion. 

The bone graft used in the Albee operation must 
be either freshly autoplastic (diaphysis) or must 
consist of bone in the process of new formation ob- 
tained by temporary subperiosteal implantation o/ 
pure bone into another bone such as the tibia, In 
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the course of from one to three months the pure bone 
temporarily implanted into the tibia is surrounded 
abundantly by new bone which, after excision and 
transplantation into the spinous processes, unites 
the spongiosa of the spinous processes, proliferates, 
and forms bone tissue. After the temporary sub- 
periosteal implantation into the tibia examination 
shows no changes in the latter; apparently only a 
soft-tissue scar remains. 

Poorly healing pseudarthroses seem to be treated 
effectively by the transplantation of new bone. After 
the transplanted bone has healed in and has become 
calcified, the bony connection has become firm, and 
the pseudarthrosis has been put absolutely at rest, 
the pseudarthrotic tissue is gradually changed into 
bone tissue. 

New bone appears to accommodate itself to its 
surroundings easily. Its cells derive nutrition readily 
and have a power of growth greater than that of the 
cells of the developed mature bone tissue and of 
pseudarthrotic tissue. 

The hard bone substance of the bone implant 
forms a firm support for the osseous connective 
tissue so that the latter, after it has received nutri- 
tion, may proliferate at rest and form new bone 
without displacement of its tissue mass. 

The periosteum plays an important part as a 
limiting membrane between the skeletal and ex- 
traskeletal connective tissue and probably assures 
normal conditions of nutrition for the osseous con- 
nective tissue and the new formation of bone. 

Both boiled and previously treated bone implants 
seem to be well tolerated by the tissues of the host. 

If the development of the bony implant in the 
tissues is followed roentgenologically for a long time, 
there will be found in the bone, after metaplasia of 
the implant has been practically completed, a long 
persisting cicatricial tissue characterized by a pecul- 
iar structure entirely different from that of the 
adjacent normal bone. Louis NEuwELT, M.D. 


FRACTURES AND DISLOCATIONS 


Hey-Groves, E. W.: The Use of Fascial and Tendon 
Grafts in Certain Fractures and Dislocations. 
Ann. Surg., 1934, C, 20. 


In recurrent dislocations of the jaw the author 
uses the tendon of either the palmaris longus or the 
brachioradialis, passes it around the neck of the 
jaw and through a hole drilled in the mastoid process 
from behind inward and forward, pulls it tight, and 
sutures the two ends. His incision, which is about 
11% in. long, is made horizontally below the ear. 

To correct recurrent dislocation of the shoulder 
he passes a strip of fascia lata 1 in. wide under the 
capsule of the joint and over the acromion to form 
a new sling ligament. Three small incisions are made 
—one just below the coracoid, one behind the pos- 
terior border of the deltoid, and one above the 
acromion process. These are joined by three tunnels 
made by blunt dissection which pass between the 
two heads of the biceps, through the quadrilateral 


space, and under the deltoid. The fascia is passed 
through, overlapped above the acromion, and 
sutured. 

In late cases of unreduced dislocation of the radial 
head, the author passes a tendon graft around the 
neck of the radius and through a hole at the base of 
the olecranon process of the ulna. He believes that 
this should be done only after the full length of the 
ulna has been restored by some method of osteo- 
synthesis. After the operation he immobilizes the 
arm in plaster for six weeks. 

In his cases of dislocation of the ulnar head the 
tendon of the palmaris tendon is passed around the 
ulna and through a drill hole in the radius near the 
median border. 

The crucial ligaments of the knee joint are repaired 
through a J-shaped incision by means of a strip of 
fascia lata with its lower attachment intact which 
is passed through drill holes in the outer condyle of 
the femur and the inner tuberosity of the tibia. The 
fascia is pulled as tight as possible and fastened to 
the tibia with an ivory nail, the free end of the strip 
being then fastened to the inner condyle of the 
femur. 

Fractures of the patella are repaired by an en- 
circling strip from the iliotibial band. 

The procedures are described in detail and shown 
by diagrams. Barpara B. Stimson, M.D. 


Moffat, B. W.: Pathological Fractures of the Spine 
Associated with Disorders of Calcium Metab- 
olism. Arch. Surg., 1934, xxviii, 1095. 


In the author’s opinion, pathological fractures of 
the spine due to loss of calcium are not uncommon. 
The loss of calcium may be the result of insufficient 
absorption due to a lack of calcium in the diet, a 
local intestinal condition, or abnormal excretion 
caused for the most part by glandular disturbances. 
Moffat believes that in the greater proportion of 
cases the cause lies in the intake of calcium. He 
describes a definite clinical picture characterized 
by gradually increasing fatigue referred to the spine 
and, after a sudden strain, a sudden, sharp, localized 
pain with pain radiating along the spinal roots and 
tenderness over the spinous processes throughout 
the affected portions of the spine. Age is apparently 
not a factor. 

Roentgenographic observations are characteris- 
tic. The earliest sign of the fracture is a pro- 
nounced biconcave shape of the intervertebral disk. 
The presence or absence of condensation of bone at 
the upper and lower margins of the vertebral body 
suggests slow or rapid progression of the condition. 
Compression fractures are not accompanied by 
extravasation of the contents of the disk. 

The treatment depends upon the determination 
and correction of the underlying cause. A brace 
rather than a plaster cast should be used for support, 
and the patient kept out of bed to prevent further 
loss of calcium from disuse. 

Four cases are reported. 

BARBARA B. Stimson, M.D. 
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Neller, C.: Isolated Fracture of the Femoral Con- 
dyle and Its Operative Treatment (Die isolierte 
Fraktur des Femurcondylus und ihre operative 
Behandlung). Chirurg., 1933, v, 871. 


Most fractures of the knee region occur in the 
articular end of the tibia. The horizontal table of 
the tibial condyles forms the natural abutment for 
the weight-bearing of the femoral condyles. If 
the tibial head remains intact, the thrust falls 
against the femoral condyles. The latter crack, so 
that the fracture line usually starts in the middle. 
If the break continues into both condyles, a T or Y 
fracture results, and if the force has an oblique 
direction an isolated condyle fracture is produced. 
Of the single condyle fractures, the great majority 
occur in the outer condyle. On the whole, these 
fractures are unusual. 

In many cases only a crack occurs, the insertion 
of the capsule of the joint, the compressing action 
of the muscle and tendon sheaths, and the strongly 
developed ligamentous structures preventing dis- 
placement. The treatment of these cases presents no 
difficulty. It is necessary only to prevent subse- 
quent displacement of the fragments by suitable 
fixation. Continuation of the force results in typical 
displacements, a knowledge of which is important 
in the treatment. First, there is a lateral breaking 
away of the condyle with the formation of a wedge- 
shaped cleft which gapes most widely at the level of 
the joint surface and becomes smaller proximally. 
Next, the fragment is forced upward so that a 
step-up irregularity results in the joint. As the 
fracture always begins in the middle, this step- 
formation comprises not less than half of the joint 
surface. The displacement must be corrected for if 


it remains the knee will be unstable. Finally, a 
rotation of the fragments occurs around an axis 
through the condyles. This displacement must also 
be taken into consideration: as otherwise satisfac- 
tory restoration of the joint surface is impossible. 

The clinical diagnosis of the fracture is easy 
Careful X-ray examination is absolutely necessary 
to demonstrate displacement and to determine 
whether non-operative treatment will suffice. If a 
condylar fracture with displacement is present, 
accurate reduction and retention will be difficult. 
With the various extension methods it is usually 
possible to obtain considerable improvement in 
position but not the millimeter-accurate reduction 
which is essential for normal stability and move- 
ment of the knee joint. 

That operative treatment may be necessary foi 
fractures of the condyles is generally admitted 
However, most surgeons apparently regard opera 
tion as an unavoidable evil and prefer a small dis- 
placement to the risk of surgery. Accordingly, 
reports on operative technique and the results of 
operation are very scarce. The author is of the 
opinion that today we must extend the indications 
for operation and formulate them more concisely. He 
demands restoration of the normal joint structure. 
If this cannot be done with millimeter accuracy by 
conservative measures, operation is justified. Follow- 
ing a detailed description of his operative method 
and reposition maneuver—a longitudinal incision 
and fixation by two wood screws—Neller reports a 
case in which this method was used. Re-examina- 
tion eleven months after the accident showed 
flexion of 90 degrees and limitation of extension of 
5 degrees. ZILLMER (Z). 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Lehman, E. P.: Traumatic Vasospasm: A Study of 
Four Cases of Vasospasm in the Upper Ex- 
tremity. Arch. Surg., 1934, xxix, 92. 


The author reports four cases in which a trivial 
trauma was followed by vasospasm with sensory 
disturbances of the upper extremity bearing no ana- 
tomical relation to the injury or the part affected by 
arterial spasm. Such disturbances vary extraordi- 
narily in character and intensity, and react to treat- 
ment irregularly. 

In the first case reported an infection developed 
after a superficial wound of the palm. Vasospastic 
symptoms with loss of motor power and a spastic 
condition of the muscles of the forearm were present 
ior a period of five months. Recovery was rapid fol- 
jowing fever therapy with mixed typhoid vaccines. 

In the second case there was a division of a flexor 
tendon of the palm. Vasospasm with loss of motor 
power in the adductors of the thumb developed and 
ihe flexor muscles of the forearm became spastic. 
ever therapy resulted in release of the spasm and 
improvement in the reaction to cold. 

In the third case a superficial puncture wound at 
the elbow was followed by the gradual development 
of increasing awkwardness, weakness, pallor, and 
coldness of the hand. Excision of a chronic inflam- 
matory nodule over the olecranon process resulted 
in complete relief of the symptoms. 

In the fourth case, that of a girl eighteen years of 
age, a puncture wound of the right forearm was fol- 
lowed by complete disability of the upper arm, fore- 
arm, and hand with continuous pain and a marked 
doughy swelling. The patient was under treatment 
for twelve months. Amputation was considered. 
Periarterial sympathectomy of the brachial artery 
resulted in cure. Joun H. Gartock, M.D. 


Huard, P.: Thrombophlebitis of the Upper Ex- 
tremity Caused by Exertion. Resection of the 
Thrombosed Segment of the Vein; Arterial 
Denudation; Cure (Thrombo-phlébite du membre 
supérieur gauche revélée par un effort. Résection 
du segment veineux thrombosé¢; denudation artérielle; 
guérison). Presse méd., Par., 1934, xliii, 556. 


The patient whose case is reported reached for a 
telephone and shortly afterward noted swelling and 
numbness of his left hand and later of the entire 
left arm. At the same time voluntary movement 
became impossible. Examination by the author 
twenty-four hours later disclosed cyanosis, contrac- 
tion of the fingers and elbow, sensory changes, limi- 
tation of movement at the shoulder joint, slight 
fever, and a palpable tender cord extending along 
the inner surface of the arm from the elbow to the 


clavicle. Other findings were a questionably positive 
Wassermann reaction and a mediastinal mass which 
was thought to be an aneurism. 

On exploration under local anesthesia the hu- 
meral vein was found thrombosed. ‘The thrombosed 
segment was removed and the wall of the brachial 
artery denuded. Cultures of the clot and the venous 
wall were sterile. Microscopic section of the venous 
wall showed the typical picture of thrombophlebitis 
with no evidence of infection or of traumatic rupture 
of the wall. 

After the operation the temperature became nor- 
mal and the cedema disappeared, but a week later 
the patient suddenly developed what was apparently 
a thrombosis of the internal jugular vein on the same 
side. Under conservative treatment this gradually 
disappeared. Several months later the patient de- 
veloped signs of mediastinal obstruction which 
thoracostomy at another hospital showed to be due 
to an aortic aneurism. 

The author reviews the literature and discusses 
the pathogenesis and treatment of the condition. 
When rapid improvement does not occur spontane- 
ously he advocates operative intervention. In dis- 
cussing the case reported in this article he says that, 
because of the sterility of the clot, the most impor- 
tant etiological factor was probably the stasis of the 
superior vena cava caused by the aneurism and the 
associated mediastinitis. Syphilis may also have 
been a factor. NATHAN A. Womack, M.D. 


Lee, W. E., Mitchell, C. F., and Peacock, A. B.: 
Traumatic Aneurism of the Subclavian Artery. 
Ann. Surg., 1934, Cc, 87. 


In a review of the literature covering a period of 
one hundred and seventy-two years the authors were 
able to collect the records of only 128 cases of 
traumatic aneurism of the subclavian artery. They 
report a case in which such an aneurism in the first 
portion of the artery was successfully excised and 
the opening in the artery closed with lateral sutures. 
Although there are records of a few spontaneous 
recoveries from the condition, the authors are of 
the opinion that the greatest chance for cure is 
offered by surgical interference. 

ELIZABETH M. CRANSTON. 


Gage, M.: Mycotic Aneurism of the Common Iliac 
Artery. Am. J. Surg., 1934, xxiv, 667. 


There are two anatomical types of aneurisms— 
the true and the false. The walls of the true aneu- 
rism are formed by one or all of the arterial tunics, 
whereas those of the false aneurism are formed by 
the organization of blood clots and adventitious tis- 
sue and the proliferation of perivascular connective 
tissue. 
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In from 20 to too per cent of cases of aneurism the 
cause is syphilis. 

The mycotic aneurism is a true aneurism develop- 
ing in the course of bacterial endocarditis and some 
of the bacteriwmic diseases. It is usually first dis- 
covered at autopsy. It occurs most frequently in 
visceral arteries and seldom in the large trunks or 
branches of the aorta. Its most common sites are the 
cerebral vessels, the superior mesenteric artery, and 
peripheral arteries. Mycotic aneurism is a disease of 
youth, its incidence being highest before the age of 
thirty years. 

Statistics indicate that aneurism of the common 
iliac artery is rare. In the case reported by the au- 
thor the aneurism was especially unusual because it 
was the size of a small grapefruit whereas, as a rule, 
such aneurisms range in size from that of a pea to 
that of an orange. 

In describing the formation of mycotic aneurisms 
the author states that at the site of an embolus there 
occurs an endarteritis which results in an ulcer. The 
infection spreads to the media, producing a mesar- 
teritis. The elastic wall is destroyed, and if the in- 
fection does not result in rapid perforation of the 
vessel wall with rupture, the weakened wall gradu- 
ally bulges with the formation of a true aneurism. 
Therefore a low grade of virulency is a prerequisite 
for aneurism of the mycotic type. 

Mycotic aneurisms are prone to rupture, espe- 
cially when they are located in a cavity of the body, 
where they get no support from surrounding tis- 
sue. Death results from bleeding into the thorax or 
abdomen or sudden increase of intracranial pressure. 

Mycotic aneurism is usually latent. Therefore, a 
clinical diagnosis is seldom made. Asa rule there is a 
history of endocarditis and evidences of that condi- 
tion are found. The patient may have had a recent 
embolism and thrombosis. The development of an 
aneurism in the peripheral arteries can be watched. 
In involvement of the brachial and femoral arteries 
it is easy to make a diagnosis in the presence of a 
pulsating expansile tumor connected with, and in the 
line of, the artery, together with positive findings of 
other well-known tests. 

If the aneurism develops in one of the large cavi- 
ties of the body it is often first discovered at autopsy. 
Fluoroscopic examination is indispensable in the 
diagnosis of these aneurisms because their expansile 
pulsation differentiates them from other tumors. 

The medical treatment of aneurisms, introduced 
by Valsalva and Albertini in 1728, has been almost 
entirely unsuccessful. 

The first ligation in the treatment of aneurism was 
done by Hunter in 1785. The greatest single advance 
in the surgical treatment of aneurisms since the time 
of Hunter was made by Matas who, in 1902, reported 
his radical cure by endoaneurismorrhaphy. The use 
of aluminum bands for ligation according to the 
method of Halsted and Matas has great advantages 
as there is no destruction of the intima and the band 
can be removed to re-establish circulation in the 
event of impending disaster to the distal tissues. 


Two methods of importance are Anel’s ligation, 
the application of a ligature to the main artery just 
proximal to the aneurismal sac, a method used most 
frequently in aneurism of the vessels of the abdomi- 
nal cavity, and Brasdor’s ligation, the application of 
a ligature to the main artery distal to the aneurismal 
sac, a method used for aneurisms of the innominate, 
subclavian, and common carotid arteries. 

The successful outcome of any surgical procedure 
on an aneurism depends entirely on the presence of 
an adequate collateral circulation. The danger to 
life is probable greatest in aneurisms of the common 
and external iliac arteries, and the danger from gan 
grene greatest in aneurisms of the common femoral 
artery. 

The statistics on ligation of the common iliac 
artery show a high incidence of gangrene due to in- 
adequate circulation. Therefore in the case of aneu- 
rism of the common iliac artery reported by the 
author it was necessary to establish an adequate col- 
lateral circulation before ligation was undertaken. 
As the Matas compressor could not be used in this 
area to improve the collateral circulation, Gage de- 
cided to interrupt some of the vasoconstrictor fibers 
of the sympathetic nervous system supplying the 
vessels of the lower extremity on the side of the 
aneurism. Alcoholic injection of the lumbar sym- 
pathetic ganglion was selected as the procedure of 
choice because of the excellent results obtained with 
it by Flothow and Reichert. 

The lumbar sympathetic ganglia on the right side 
were first blocked with novocain, a procedure which 
resulted in an increase in the surface temperature 
above that of the opposite side. Five cubic centi- 
meters of 95 per cent alcohol were then injected at 
the level of the first, second, third, and fourth lum- 
bar sympathetic ganglia on the right side. The right 
foot, leg, and thigh remained from 7 to 8 degrees I. 
warmer than the left. On the third day following the 
injection of alcohol the aneurism was reduced to 
two-thirds its former size, but on the fifth day it in- 
creased to about one-half its former size. The in- 
crease in size was explained by the moderate return 
of tone to the vessels following sympathectomy 
which was demonstrated by Ross. Seven days after 
the alcoholic block a transperitoneal operation was 
performed for ligation of the right common iliac 
artery on the proximal side of the aneurism (Anel’s 
operation). Following the ligation there was‘ com- 
plete cessation of pulsation in all of the vessels distal 
to the aneurism. However, the foot still retained a 
good pink color and the high elevation of the tem- 
perature persisted. Five days after the operation a 
slight pulsation returned in the common femoral 
artery although there was no pulsation in the aneu 
rismal sac. The aneurismal sac was a large solid 
mass. One month after the operation the foot had a 
pink color and the right foot was warmer than the 
left. The patient made a complete recovery. 

This case shows the value of blocking the sym- 
pathetic ganglia as a preliminary to the treatment of 
aneurisms of the peripheral arteries. It demonstrates 
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also the feasibility of ligating the common iliac ar- 
tery near its origin from the aorta in cases of mycotic 
aneurism of the common iliac artery which involves 
the internal and external iliac arteries and is asso- 
ciated with a healed endocarditis. 

The article contains numerous illustrations and 
has an extensive bibliography. 

J. Epwin Kirkpatrick, M.D. 


Curtis, A. C., and Coffey, R. M.: Periarteritis 
Nodosa. A Brief Review of the Literature and a 
Report of One Case. Ann. Int. Med., 1934, vii, 
1345- 


The authors report a case of periarteritis nodosa 
with some atypical clinical and pathological man- 
ifestations which occurred in a man forty-seven 
years of age. The course of the condition was pro- 
tracted and comparatively afebrile. The outstand- 
ing signs and symptoms were generalized progressive 
muscular atrophy, weakness, pain, and oedema of 
the hands and feet. There was no clinical evidence 
of nodular swellings or aneurismal dilatations. The 
condition was confined to the smaller arteries and 
arterioles. The diagnosis was made by biopsy before 
death. The immediate cause of death was bron- 
chopneumonia. 

Two cases of apparent recovery after treatment 
with arsphenamin have been reported in the liter- 
ature, but in the authors’ case six injections of 
neoarsphenamin caused no evidence of improve- 
ment. An eosinophilia of 77 per cent was an un- 
common finding. 

The authors believe that the presence of vegeta- 
tive endocarditis at the margins of the mitral valve 
may support the theory that the condition is of 
rheumatic origin, or that the vegetations may have 
been due to a Libman-Sacks type of verrucous 
endocarditis. EvizaBetu M. CRANSTON. 


Neale, A. V., and Whitfield, A. G. W.: Rheuma- 
tism and Its Relation to Arterial Disease and 
Periarteritis Nodosa. Brii. M. J., 1934, ii, 104. 


Since Aschoff’s description of the nodes in the 
ventricular myocardium which bear his name similar 
tissue reactions have been found in other portions of 
the circulatory system, namely, the aorta, the auric- 
ular musculature, the arteries, and the veins. The 
authors have observed two cases of rheumatic dis- 
ease of the aorta in which rupture of the aorta oc- 
curred following slight exertion and histological ex- 
amination showed a typical Aschoff tissue reaction 
in that vessel. 

Periarteritis nodosa occurs more frequently in 
males than in females, and is most common in the 
third decade of life. The symptoms are those of an 
acute infection, consisting principally of an irregular 
fever, increasing weakness, loss of weight, prostra- 
tion, anemia, tachycardia, splenomegaly, and leu- 
cocytosis. In addition, the patient usually com- 


plains of pain in various portions of the body. Rheu- 
matic pains are due to disease of the arteries and the 
muscles. Albuminuria and hematuria are the results 


of closure of the renal vessels and infarction of the 
kidney. Intestinal hemorrhage or symptoms are 
caused by involvement of the mesenteric vessels. 
Subcutaneous nodules which appear as small, firm, 
pea-sized masses ‘along the course of an artery have 
been described. 

Six general clinical types of periarteritis nodosa 
may be distinguished: the gastro-intestinal, the 
renal, the muscular, the cardiac, the cerebral, and 
the cutaneous. As hematuria occurs in 74 per cent 
of the cases, renal involvement is a special feature. 
Acute abdominal symptoms may simulate a surgical 
emergency. Deaths due to rupture of arterial aneu- 
risms of the brain, lung, intestines, liver, kidney, and 
pericardium have been recorded. 

The authors suggest that the cause of rheumatic 
fever and periarteritis nodosa may be the same. This 
theory is supported by the frequency with which 
periarteritis nodosa is accompanied by tonsillitis, 
arthritis, myalgia, and cutaneous rashes and by a 
case reported by Rothstein and Welt in which rheu- 
matic fever and periarteritis nodosa were associated. 

The authors report the case of a fourteen-year-old 
boy who, fifteen weeks before he was seen by them 
became drowsy and began to speak indistinctly and 
on admission to the hospital presented the typical 
picture of a severe rheumatic chorea. A faint haze of 
albumin was found in the urine. There were no rheu- 
matic nodules. The administration of 30 gr. of so- 
dium salicylate every four hours resulted in little 
improvement. The choreic movements remained as 
violent as ever, and the patient frequently com- 
plained of severe precordial pain, headache, and pain 
in the limbs. After seven weeks he complained of 
severe headache, but this was unassociated with 
vomiting. Rigidity of the neck and Kernig’s sign de- 
veloped. On lumbar puncture the cerebrospinal 
fluid was found to be under slightly increased pres- 
sure and to contain an excess of globulin. Death fol- 
lowed the development of epileptiform attacks. 

Autopsy disclosed a striking series of nodular 
thickenings along the branches of the coronary arte- 
rial system, even in direct relation to the smaller 
intramyocardial branches. This proved to be peri- 
arteritis nodosa. The heart muscle showed evidence 
of rheumatic carditis, and on the mitral valve there 
were typical rheumatic verrucose vegetations of re- 
cent origin. The peripheral vessels were unaffected. 
Close examination disclosed acute nodular disease of 
the visceral arteries which was especially evident in 
the hepatic, renal, suprarenal, and pancreatic ves- 
sels. ALTON OcHSNER, M.D. 


Serdjukov, M., and Jegorov, B.: The Development 
of Multiple Venous Thromboses in Genital 
Cancer as an Allergy Reaction of the Venous 
System (Ueber das Entstehen multipler Venen- 
thrombosen beim Genitalkrebs als  allergische 
Reaktion des Venensystems). Ginek., 1934, p. 54. 


The pathogenesis and etiology of venous throm- 


bosis are extremely complicated and suggest an 
individual reaction of the organism to endogenous 
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and exogenous irritation. The authors believe that 
insufiicient innervation and local changes in the 
vascular intima are important etiological factors. 
Nevertheless they regard as of special significance 
also the sensibility and allergy of the organism and 
a reaction of the venous endothelium to infection or 
other resorptive factors. 

Of 3,718 women with puerperal infection who 
were treated in the Puerperal Infection Clinic of the 
Research Institute for the Protection of Mothers, 
Moscow during a period of ten years, thrombophleb- 
itis dev meee in 28.2 per cent. About 25 per cent 
of the latter had a localized involvement of the 
uterine veins; about 10 per cent, a localized involve- 
ment of the crural veins; and about 15 per cent, 
involvement of multiple veins. The proliferative 
thrombophlebitis which occurred in 54.7 per cent of 
the cases had a mortality of 44.3 per cent. Forty- 
five and three-tenths per cent of the deaths were due 
to venous thrombosis in the true pelvis and 54.7 per 
cent to venous thrombosis in the abdomen. Throm- 
bosis of the upper extremities occurred in only 
6 cases and was attributed to multiple injections of 
a 1 per cent solution of calcium chloride in quan- 
tities up to 300 c.cm. In all of the cases it remained 
localized. In cases of surgically treated gynecologi- 
cal conditions, thrombophlebitis was rare, its inci- 
dence being only about 5 per cent, and it was local. 
Multiple foci of thrombophlebitis occurred in only 
1 of 2,100 patients. 

The case reported by the authors is of the greatest 
interest from the theoretical standpoint because it 
supports the new theory that venous thrombosis is 
due to a sensibility reaction of the body in allergic 
condition. It is of interest also because of the un- 
usual rarity of multiple spread of venous thrombosis 
and because of its peculiar clinical course. The 
venous thrombosis developed acutely during pro- 
phylactic treatment with deep X-ray irradiation 
two years after a Wertheim-operation for cancer. 
It spread along the superficial and deep veins of the 
extremities, pelvis, and internal organs, advancing 
gradually because of the products of cell destruc- 
tion which entered the blood apparently from the 
cancer focus. The constant development of new 
thrombotic foci was due to the constantly increasing 
amount of protein-decomposition products. The 
association of infection could not be excluded as the 
not distant glands and cellular tissue may harbor 
infection for a long time. The latent infection to- 
gether with the protein-decomposition products led, 
in the allergic state of the patient, to a reactive 
sensibility and panendotheliitis of the deep and 
superficial veins. T. PETERSON (Z). 


BLOOD; TRANSFUSION 


Arvanitopulo, F.'T.: The Study of the Morphology 
of the White Corpuscles of the Blood in the 
Prognosis of Operations. Ann. Surg., 1934, c, 11. 


The author reviewed the morphological character 
of the white cells of the blood of 500 patients who 


had been subjected to operation. Postoperative 
complications developed in 28. In the cases of 3 cf 
the patients with postoperative complications the 
morphological character of the blood was unknown, 
In the cases of 22 the blood was abnormal. In 3, it 
showed a leucopenia; in 2, a lymphocytosis and 
monocytosis; and in 7, a leucocytosis. Of 400 
patients with a normal blood formula who were 
operated upon, complications developed in only 3 
(0.75 per cent). On the basis of his findings the 
author draws the following conclusions: 

1. A study of the morphological character of the 
blood is indispensable for every surgical interference. 

2. The ideal time for an operation is when the 
blood is normal as normal blood favors a good result 
with healing of the wound by first intention. 

3. Operations performed when the blood is abnor- 
mal are followed with a certain regularity by post- 
operative complications. 

4. A pyemic condition of the blood characterized 
by leucocytosis, neutrophilia with marked granula- 
tion of the protoplasm of the neutrophiles, eosino- 
penia or total absence of eosinophiles, an increased 
number of thrombocytes, and a large number of dis- 
solving cells is a contra-indication to an operation 
of election as it often results in complications. 

5. Operation is contra-indicated by leucopenia as 
this is a sign of a decrease in the power of resistance 
of the organism and an operation performed in its 
presence may be followed by complications which 
not infrequently prove fatal. 

6. In cases of lymphomonocytosis (neutropenia) 
surgical interference may be followed by compli- 
cations. Therefore a simple operation is preferable 
to a complicated procedure. 

7. A study of the morphological character of the 
blood is the best clinical method of determining the 
resistance of the organism when operation is con- 
templated. Hersert F. Tuurston, M.D. 


Hesse, E.: Contra-Indications to Blood Trans- 
fusion (Die yey fuer die Bluttransfu- 
sion). Verhandl. . Konferenz f. Bluttransfusion, 
Leningrad, 1933. 


Blood transfusion has become a popular method 
of treatment, but unquestionably its indications 
have been increased too far and its possibilities have 
been overestimated. It should be done only when 
there is a possibility of good results. 

It is absolutely contra-indicated in: (1) cases with 
congestive phenomena in the lesser circulation, as in 
pneumonia and severe bronchitis; (2) cases of organic 
heart disease with symptoms of decompensation, 
such as myocarditis, especially that following diph- 
theria; (3) cases of purulent thrombophlebitis with 
symptoms of thrombolysis; (4) cases of embolism; 
(5) cases of fat embolism; and (6) cases of liver 
insufficiency. 

It is conditionally contra-indicated in: 

1. Cases of atherosclerosis and considerably in- 
creased blood pressure. In such cases a preliminary 
test of the function of the heart should be made. 
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f 2. Renal diseases which begin with anuria or 
oliguria. In chronic nephritis and nephrosis special 
i care is necessary. In blocking of the kidney after 
hemolytic shock, blood transfusion is urgently de- 
manded. In doubtful cases the Volhard test is 
indicated. 

3. Vascular thrombosis. 

4. Leukemia. Careful dosage is necessary. 

5. Diseases, such as pulmonary tuberculosis, in 
which there is a possibility of activating a dormant 
infection. KE. Hesse (Z). 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Auvray: Cure of an Enormous Lymphangioma of 
the Face by Radium Therapy (Guérison d’un 
énorme lymphangiome de la face par la radium 
thérapie). Bull. et mém. Soc. nat. de chir., 1934, |x, 
orl. 





Auvray reports the case of a patient with an 
enormous swelling of the right side of the face in- 
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volving the cheek and upper lip and extending to 
the root of the nose and over the jaw. It was present 
at birth and was considered to be an inoperable 
lymphangioma. 

A surface application of radium when the patient 
was two years old was followed by swelling, redness, 
suppuration, and ultimate reduction of the tumor to 
half its original size. A second surface application 
six years later caused no change. [our years later 
a single massive dose of radium was given by the 
implantation of seven needles of 20 microcuries 
each and one needle of 10 microcuries. One needle 
fell out after ten hours, but the rest remained in 
place for one hundred and forty-three hours. Pain 
and suppuration were followed by complete disap- 
pearance of the tumor. 

At the present time the skin of the cheek is 
somewhat pigmented, thickened, and wrinkled. 
The mucous membrane is also slightly thickened 
and causes slight limitation of the opening of the 
mouth. M. M. ZinninceER, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Fantus, B.: The Prescribing of Dextrose Phlebocly- 
sis. J. Am. M. Ass., 1934, cil, 2165. 


In the cases of all very sick patients an adequate 
intake of water, sodium chloride, and dextrose 
should be given as a routine procedure before, rather 
than after, a high degree of deficiency has occurred. 
In cases in which adequate oral administration is 
impossible this can generally be accomplished best 
by dextrose phleboclysis. The composition of the 
solution should be determined by the indications 
in the particular case. 

For the combating of hypohydration and the re- 
lief of thirst, a 5 per cent solution of dextrose in 
distilled water seems best. When salt starvation is 
threatened or present, dextrose-saline phleboclysis 
should be practiced. When carbohydrate cannot be 
ingested or digested to a sufficient degree, phlebocly- 
sis with a 10 per cent dextrose solution should be 
done. In poisoning with diffusible poisons the di- 
uretic and possible liver-protecting actions of dex- 
trose phleboclysis are of additional value. In certain 
cases of internal hemorrhage, inflammatory and 
exudative pulmonary oedema, a 25 per cent solu- 
tion of dextrose may be beneficial to lessen intra- 
cranial pressure unless there is cerebral hemorrhage. 
It may be of value also in cases of myocardial weak- 
ness. 

During phleboclysis other remedies such as anti- 
sera, epinephrin, insulin, iodides, sedatives, and 
stimulants may be infused conveniently in addition. 

Jacos M. Mora, M.D. 


Spelman, A. E.: The Selection of Drainage Mate- 
rial. Arch. Surg., 1934, xxviii, 837. 

Spelman states that rubber tubing used for drains 
in wounds causes the formation of a granulocytic 
membrane on the wall of the wound where it 
touches, delays healing, and by overstimulating the 
tissue and preventing coagulation causes an excess 
amount of drainage not incident to the surgical 
procedure. The response of the tissue to rubber 
tubing may be of advantage in the drainage of 
infected wounds, but is disadvantageous in the 
drainage of clean wounds. In clean wounds, gauze 
becomes fixed to the tissue after a few hours, but 
after from six to eight days it is loose again and can 
be removed easily. When then removed, it leaves 
an ideal surface for rapid healing. If it is allowed to 
remain much longer it becomes firmly and per- 
manently fixed in the tissue. Rubber tubing may 
cause the rupture of blood vessels if it is allowed to 
come in contact with them over too long a period 
and delays the formation of a thrombus in the 


vessels, whereas gauze may promote the formation 
of a thrombus. EvizABETH M. CRANSTON. 


Koenig, W.: The Prevention of Thrombosis and 
Embolism with Sympatol and Carbon Dioxide 
(Die Verhuetung der Thrombose und Embolie 
durch Sympatol und Kohlensaeure). 58 Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1934. 


Koenig reports his experience in the prevention of 
postoperative thrombosis and embolism. His 
method consists in the administration of sympatol 
and carbon dioxide for seven days after operation in 
the cases of all patients over twenty years of age. 
Twenty drops of sympatol are given by mouth 3 
times daily or 3 injections of 1 c. cm. are given 
subcutaneously if oral administration is impossible. 
Several inhalations of concentrated carbon dioxide 
are given every hour or so until deep respiration 
occurs. There is no other treatment. 

This method is based on studies of nuclear destruc- 
tion following operation which Koenig considers the 
cause of postoperative thrombosis. With regard to 
its theoretical basis he refers to his previous publica- 
tions. He reviews statistics on more than 4,000 
surgically treated patients over twenty years of age, 
2,000 of whom were given sympatol and carbon 
dioxide. In the latter the incidence of thrombosis 
and embolism was 1.04 per cent whereas in the cases 
of patients not treated with sympatol and carbon 
dioxide it was 3.8 per cent. In the cases of patients 
who were severely ill and in cases of laparotomy and 
fractures the prophylactic treatment reduced it from 
6.2 to 0.95 per cent. 

By means of numerous tables Koenig refutes the 
claim that the incidence of thrombosis and embolism 
has decreased even without treatment in the last few 
years and that their incidence in different years is 
not comparable. In the control divisions in which 
the method was not used during the year 1933, the 
incidence of thrombosis and embolism was 3.5 per 
cent, the same as in the control division in previous 
years. By various charts Koenig shows that there 
has been a considerable decrease in the incidence of 
thrombosis in every disease. The incidence of post- 
operative pulmonary complications has also been 
strikingly reduced, from 9.4 to 3.4 per cent, by the 
sympatol and carbon dioxide treatment. (Z). 
Bottin, J.: Postoperative Pulmonary Complica- 
tions. A Study of Experimental Pulmonary 
Emboli (Les complications pulmonaires post- 
opératoires. Etude sur les embolies pulmonaires 
expérimentales). Rev. de chir., Par., 1934, liii, 387. 


Emboli made of segments of vein filled with lead 
and lipiodol or lead and bacteria from lung abscesses 
were floated into the external jugular vein of dogs 
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so that they would lodge in the lung. When the 
emboli were large; averaging 10 by 4 mm., the size 
used by Cutler and Holman, massive pulmonary 
infarction resulted. When the emboli were of medi- 
um size, averaging 7 by 3 mm., the infarction was 
less massive. When the emboli were small, averaging 
; by 2mm., only small localized areas of change were 
foundinthelung. Bottin recommends that emboli of 
a standard size, preferably small, be used in all experi- 
mental work. He found that the clinical, roentgeno- 
logical, and pathological changes were essentially the 
same whether the embolus was sterile or infected. 
(he lung became enlarged, congested, and firm and 
presented an area of softening which was surrounded 
yy leucocytes but showed little or no pus. 

While in the dogs with small emboli, the tempera- 
ture, pulse, and carbon-dioxide-combining power 
remained essentially unchanged and the respiratory 
rate increased only slightly, the volume of tidal air 
as determined with Tissot’s apparatus decreased 
markedly. This decrease could be increased by 
making the dog run over a measured course (100 
meters) and became less as the condition of the lung 
improved. Bottin suggests that in studies of experi- 
mentally induced lung abscess it may be of aid in 
determining the extent of the process. 

M. M. ZINNINGER, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Clairmont, P.: The Judgment and Treatment 
of Furuncle of the Face (Beurteilung und Be- 
handlung der Gesichtsfurunkel). Med. Welt, 1934, 
p. 432. 


The mortality of furuncle of the face is still very 
high—according to Rodelius, 8.7 per cent. Of 116 
patients treated clinically for the condition, 5 (4.3 
per cent) died, all of a metastatic pyogenic gener- 
alized infection. Rapidly developing swelling on the 
second to the sixth day with a temperature of over 
39 degrees C. is to be regarded as a sign of blood- 
stream infection. Swelling toward the medial angle 
of the eye is particularly dangerous because of the 
proximity of the angular vein. 

In the cases reported the treatment was extremely 
conservative. Aspiration and incision were avoided, 
and talking and chewing were forbidden. Morphine 
was given at night. Linseed poultices or warm moist 
compresses were applied day and night. Even when 
fluctuation appeared, no incising was done. Every 
mechanical insult increases the danger. X-ray irra- 
diation and Bier’s hyperemia, which have been rec- 
ommended by Baensch, were used as adjuvants in 
selected cases. The effects of the injection of autoge- 
nous blood recommended by Haewens and of the 
intravenous injection of antiseptics are disputed. 
For cases of progressive thrombophlebitis the author 
advocates surgical therapy to break the venous path 
of infection. This must be done at once when vas- 
cular spread is suspected. After chills have begun 
it is useless. 
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Clairmont reports two cases of thrombophlebitis 
which were cured by strictly conservative treatment. 
According to experience, however, active interven- 
tion is preferable in thrombophlebitis. The breaking 
up of the venous path may be done in three chief 
sites: (1) beneath the medial angle of the eye, along 
the course of the angular vein, (2) above the clavicle, 
on the internal jugular vein along the posterior bor- 
der of the sternocleidomastoid, and (3) along the 
anterior facial vein in the submandibular region. 

In conclusion Clairmont says that the future man- 
agement of furuncle of the face will consist chiefly 
in the local application of warm moist compresses 
and early proximal and distal vein ligations. 

K. ABEL (Z). 


Okulova, A.: Phlegmons of the Foot and Their 
Anatomical Routes of Spread (Fussphlegmonen 
und anatomische Wege ihrer Verbreitung). Nov. 
chir. Arch., 1934, XXX, 320. 


In experiments in which the author injected a 7 
per cent warmed and colored gelatine solution into 
various parts of the feet of fifty cadavers it was 
found that the injected solution first collected in 
certain rather sharply delimited connective-tissue 
pockets and that it invaded the neighboring spaces 
only after these pockets were filled and the partition- 
ing membranes had ruptured. By this method a 
number of such connective-tissue pockets were 
demonstrated—one each in: (1) the dorsal side of 
the foot and toes, (2) the plantar side of the toes, 
(3) the interdigital regions, and (4) the center, (5) 
medial, and (6) lateral parts of the sole of the foot. 

From a comparison of the findings of these experi- 
ments with clinical observations Okulova concluded 
that in general the spread of the injected fluid cor- 
responded to that of collections of pus in the foot. 
On the basis of his observations he differentiates the 
following clinical types of suppurative processes in 
the foot: panaritia of the dorsal and plantar sur- 
faces of the toes; phlegmons of the dorsal surface of 
the foot; phlegmons of the interdigital spaces; 
phlegmons of the sulcus between the toes and the 
sole of the foot; and phlegmons of the sole of the 
foot. Of these, the processes in the middle region 
of the foot are particularly important because of 
their frequency, the intensity of their inflammatory 
manifestations, the ease with which they form pus 
pockets, and their tendency to involve higher struc- 
tures of the foot and leg. 

On the basis of the findings of his anatomical 
studies and clinical observations, Okulova recom- 
mends the following incisions: 

Panaritia: a lateral incision foHowing the long 
axis of the tendon. 

Interdigital phlegmons: a transverse incision of 
the interdigital sulcus with extension, if necessary, 
to the dorsum or the plantar surface of the foot. 

Phlegmons of the dorsum of the foot: a long inci- 
sion following the tendon of the musculus extensor 
digitorum longus and another somewhat nearer the 
lateral margin of the foot and ankle. 
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Phlegmons of the digitoplantar sulcus: several 
incisions from 3 to 4 cm. long beginning at the inter- 
digital folds and following the course of the interos- 
seous muscles. 

Phlegmons of the middle of the sole of the foot: 
several incisions as follows: 

1. An incision in the midline of the sole of the 
foot from the heads of the metatarsals to the heel. 

2. A curved incision near the medial malleolus, 
about three fingerbreadths below it, behind the 
tendons and nerve bundles, and over the medial 
tuberosity of the os calcis. This incision should 
extend down to the bone. After it has been made a 
forceps should be passed beneath the musculus 
abductor hallucis and along the course of the ten- 
dons of the musculus flexor digitorum communis 
into the deepest pockets of the central portion of the 
sole of the foot. 

3. A longitudinal incision on the dorsum of the 
foot in the second or third interosseous space with 
opening of the deep fascia in the interosseous space 
and blunt penetration of the interosseous muscles. 

4. Longitudinal incisions opening the phleg- 
monous processes of the medial and lateral plantar 
spaces. G. Attpov (Z). 


Dolman, C. E.: Staphylococcus Antitoxic Serum in 
the Treatment of Acute Staphylococcal Infec- 
tions and Toxzmias. Parts I and II. Canadian 
M. Ass. J., 1934, XXX, 601; XXXi, I. 

The author reports the results obtained from the 
use of antitoxic horse serum in the treatment of 104 
cases of acute staphylococcal infections of the skin, 
bones, meninges, and blood stream. He believes that 
staphylococci derive their pathogenicity largely from 
toxins which they produce in vivo as they have been 
proved to do in vitro. A hemolysin, a leucocidin, a 
necrotoxin, a plasma-coagulating substance, and a 
substance which quickly causes death when it is in- 
jected intravenously into laboratory animals may 
all be detected in filtrates of staphylococci grown 
under the proper conditions. Whether the properties 
mentioned are those of a single exotoxin or of several 
toxic substances is not known. 

In the cases reviewed the serum was administered 
routinely by intramuscular injection in quantities 
ranging from 30 to 300 c.cm. in accordance with the 
type, intensity, and degree of the infection and the 
associated toxemia. When possible, the staphylo- 
coccus antitoxin content of the patient’s serum was 
estimated at intervals during the illness in terms of 
antihemolytic units. In 14 cases of carbunculosis 
and furunculosis, the administration of serum caused 
rapid maturation and localization of the lesion or 
its abortion without gross suppuration. 

Of 3 cases of generalized bullous dermatitis in chil- 
dren, beneficial results were noted in 2. In the third 
case the result was inconclusive, but in this instance 
the infection was due chiefly to the streptococcus 
hemolyticus. 

Of 7 cases of miscellaneous infections of the skin 
and soft parts, all responded favorably, although in 
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3 a very poor prognosis as regards life had bee 
given. 

Of 3 patients with staphylococcal empyema who 
were given serum to combat their toxemia prior to 
operation, 2 recovered and 1 ultimately died of an 
extradural abscess of the spinal cord with a compli 
cating meningitis. 

Three cases of meningitis, 2 cases of brain abscess, 
and 1 case of brain abscess complicated by meningi- 
tis were treated. In 4 cases considered to be hopeless 
recovery resulted. The serum was administered in 
tramuscularly, intrathecally, and intracisternally 
before and after surgical intervention. 

Of 3 patients suffering from osteomyelitis without 
staphylococcemia, all recovered following surgical 
treatment although the toxemia persisted until the 
serum was administered. 

Of 3 patients suffering from pyemia without 
demonstrable staphylococcemia, all recovered. The 
cessation of metastatic abscess formation dated from 
the administration of the serum. 

There were 32 cases of staphylococcemia in chil- 
dren which was secondary to osteomyelitis. In all 
but 4 the blood cultures were positive at the time of 
the patient’s admission to the hospital. In the 4 ex- 
ceptions the blood cultures were positive only after 
operation. Ten of the patients died, but 7 of these 
were moribund when the serum was administered. 
All of the patients were treated surgically. 

Eight cases of staphylococcemia of undetermined 
origin in children were treated. Six of the patients 
died and 2 recovered. Surgical intervention was not 
undertaken in these cases as the source of the infec- 
tion remained obscure. 

In 22 cases of staphylococcemia in adults and 
adolescents there were 17 deaths. In this age group 
a fatal issue is usual. All of the patients were in a 
very serious condition when the serum was given. 

The author stresses the importance of early diag- 
nosis and early administration of serum in cases 
with staphylococcemia. He states that the intra- 
venous administration of serum is frequently fol- 
lowed by severe reactions. He concludes that, when 
supported by adequate surgical drainage of pyogenic 
foci, staphylococcus antitoxic serum is a specific 
therapeutic agent of very considerable value. 

Artuur S. W. Tovrorr, M.D. 


ANZESTHESIA 


Arnheim, E. E., and Tuchman, L. R.: Avertin 
(Tribromethanol) Anzsthesia in Normal Per- 
sons. Arch. Surg., 1934, XXix, I. 


A study of the effects of avertin rectal anesthesia 
was made in the cases of fifteen normal persons 
without operation, auxiliary medication, or sup- 
plementary anesthesia. The pulse rate increased an 
average of 16 per minute. The respirations increased 
an average of 6 per minute, but their amplitude was 
decreased. There was an average decrease of 1.3 
degrees F. in the rectal temperature, of 24 mm. in 
the systolic blood pressure, of 22 per cent in the 
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basal metabolism, and of three minutes in the 
clotting time. The blood sugar showed a slight early 
rise, the carbon dioxide content of the blood a 
slight fall, and the plasma volume a slight rise. The 
venous pressure and the blood cholesterol, cholesterol 
ester, calcium, chlorides, and formed elements 
showed negligible or no changes. A slight oliguria 
and an increase in the specific gravity of the urine 
were found. The conjunctival and tendon reflexes 
were lost, but the cutaneous and pharyngeal 
reflexes were preserved late. Slight cyanosis 
occurred in two cases, an increase in the secretion of 
mucus in the pharynx in five, and slight vomiting in 
three. No untoward effects were observed from the 
losage employed for basal anesthesia. 
WALTER H. Nap er, M.D. 


Schackell, L. F., and Blumenthal, R. R.: Gaseous 
Anesthetics. I. The Effects of Cyclopropane 
on the Healthy and Tuberculous Rhesus Mon- 
key. Anes. & Anal., 1934, xiii, 133. 


Cyclopropane is a gaseous anesthetic agent syn- 
thesized from trimethyl bromide. In experiments 
reported by the authors, five monkeys were sub- 
iected to repeated and prolonged periods of anes- 
thesia in a closed respiratory system containing 
varying concentrations of this gas. When from 13 
to 20 per cent of cyclopropane and from 25 to 4o 
per cent of oxygen were used no undesirable effects 
were observed but with an increasing concentration 
of cyclopropane greater percentages of oxygen 
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were necessary. In the case of a monkey with 
advanced tuberculosis repeated periods of anes- 
thesia were tolerated without apparent effect and 
the disease was not discovered until the animal was 
sacrificed in an experiment on the lethal concen- 
tration of the gas. The authors therefore suggest 
that cyclopropane might be of value in the cases of 
tuberculous patients. |G. Danret Devprat, M.D. 


Angelesco, C., and Buzioanu, G.: The Pathogenesis 
of Arterial Hypotension in Spinal Anzsthesia 
(Pathogénie de l’hypotension artérielle dans la 
rachianesthésie). Lyon chir., 1934, xxxi, 389. 

The authors report a study of the tonus of the 
sympathetic nervous system and the blood pressure 
in spinal anesthesia. They found that the sub- 
stances used for the induction of spinal anesthesia 
have three effects: they not only bring about 
anesthesia and motor paralysis, but paralyze the 
vagosympathetic medullary centers, causing hypo- 
tonia of the sympathetics with a low blood pressure 
and gland paralysis resulting in a cold sweat. As 
there is no way of dissociating these three effects it 
is advisable, as long as the spinal anesthetics in 
current use are employed, to stimulate the sym- 
pathetic system to overcome its hypotonia and the 
fall in the blood pressure. This can be accomplished 
with ephedrin and ephetonin, which have an effect 
on the vascular system opposite that of spinal an- 
esthesia. The use of these drugs has rendered spinal 
anesthesia safe. Auprey Goss Morcan, M.D. 
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ROENTGENOLOGY 


Levy, L., West, D. W., Edgerton, H. A., and Brock, 
R. B.: The Elimination of Afterglow and 
Latent Phosphorescence from Fluorazure (Zinc 
Sulphide) Intensifying Screens. I. General 
Description. II. Physical Investigation. Brit. 
J. Radiol., 1934, vii, 344, 348. 


In a previous report the authors described a new 
and much more rapid intensifying screen made with 
a new type of zinc sulphide having a brilliant blue 
fluorescence. This screen showed an afterglow which 
was quite visible to the naked eye and caused serious 
difficulties such as fogging and double image pro- 
duction when the screens were employed for a 
series of roentgenograms made at short intervals. 
In order to overcome these difficulties, many hun- 
dreds of different preparations were made and ex- 
amined. Asa result of this investigation it was found 
possible so to modify the preparation that the after- 
glow and the production of double images were re- 
duced to such a degree that they caused no practical 
inconvenience. The elimination of the afterglow has 
slowed down the speed of the screen from 30 to 35 
per cent, but even with this loss the screen made 
with the new preparation, to which the name “‘im- 
proved fluorazure”’ has been given, is still consider- 
ably faster than the screens which are commonly 
employed. 

In the course of the investigations made to perfect 
the new screen a number of extremely interesting 
phenomena related to the fluorescence and phos- 
phorescence of the materials used for intensifying 
screens were observed. In addition to the previously 
known effects of multiple image formation due to 
afterglow from exposure of the screen to white light 
and X-ray exposure, a latent fluorescence and a lat- 
ent afterglow which, so far as the authors are aware, 
have not been described heretofore, were noted. 
These phenomena and their effects as related to ex- 
posures made at vary ing intervals and with variable 
intensities are discussed at some length. 

In conclusion the authors state that both tung- 
state and fluorazure screens can reproduce previous 
exposures in a similar variety of ways, but from ex- 
perience with tungstate screens and a knowledge of 
the magnitude of the exposures necessary to pro- 
duce the effects it is evident that they are of scien- 
tific rather than practical importance. The fluorazure 
screens possess the characteristic property of being 
capable of producing latent fluorescent images, but 
the exposures which are necessary to produce them 
are very heavy and in case of accidental serious 
over-exposure the latent image can be obliterated 
by a very short exposure to white light. 

ApotpH Hartunec, M.D. 


Cooke, H. H.: Hepatolienography. An Experi- 
mental Study of the Elimination of the Con- 
trast Medium. Arch. Surg., 1934, xxix, 29. 

The experiments reported were carried out on 
twenty rabbits. Each animal was given 2.5 c. cm. of 
colloidal thorium .dioxide per kilogram of body 
weight by aseptic intravenous injection. It was then 
studied roentgenologically at regular intervals and 
its organs were examined at necropsy. 

Group 1 consisted of ten rabbits for preliminary 
study. In all of the roentgenograms taken twenty- 
four hours after the last injection the liver and spleen 
appeared smooth and distinct. In roentgenograms 
made fifteen, thirty, and forty-five days after the 
injection there was no evident diminution in their 
shadows. In small animals the shadows of the kid- 
neys, suprarenals, and marrow of the larger bones 
were visible. Microscopic study of the liver, spleen, 
suprarenal glands, and kidneys made one, fifteen, 
thirty, and forty-five days after the injection showed 
no evidence of a decrease of granules of thorium 
in the phagocytic cells of these organs. 

Group 2 consisted of two rabbits. Roentgeno- 
grams were made twenty-four hours after the injec- 
tion of thorium. One daily injection of 100 c. cm. of 
a 0.9 per cent saline solution was given for fourteen 
consecutive days. Roentgenograms made on the 
following day and fifteen and thirty days after the 
injection of saline solution showed no evident change 
in the organs when they were compared with the 
roentgenograms made twenty-four hours after the 
injection of thorium dioxide. Microscopic examina- 
tion of the organs forty-five days after the last 
injection of saline solution showed no distinct evi- 
dence of a decrease in the number of granules of 
thorium as compared with the number in the same 
organs of the animals of Group 1. 

In Group 3, the injection of the thorium dioxide 
was followed for fourteen consecutive days by one 
daily intravenous injection of 100 c. cm. of a 10 per 
cent solution of dextrose; in Group 4, by one daily 
intravenous injection of too c. cm. of a 5 per cent 
solution of calcium chloride in 0.9 per cent saline 
solution; in Group 5, by one daily subcutaneous 
injection of 0.2 c. cm. of combined typhoid vaccine; 
and in Group 6, by one daily subcutaneous injection 
of 0.25 c. cm. of epinephrine. In no case did 
roentgen or microscopic examination show any di- 
minution in the density of the shadows or in the 
number of granules of thorium after forty-five days. 

The author concludes that since experimental in- 
vestigations reveal no eviden’ elimination or dis- 
tribution of the thorium, the intravenous injection 
of thorium dioxide for diagaosis should be limited 
until a positive method of causing rapid elimination 
of the thorium is found E. E. Barta, M.D. 
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Nemenow, M. I.: The Effect of Roentgen-Ray 
Exposures of the Cerebral Cortex on the Ac- 
tivity of the Cerebral Hemispheres. Radiology, 
1934, Xxili, 86. 


Numerous investigations to determine the effect 
of the roentgen rays on the cerebral cortex of 
animals and human beings have yielded little more 
than negative results, at least so far as disclosing 
either histological changes in the cerebral tissue or 
degenerative changes in the ganglion cells of adult 
inimals. The question as to whether the roentgen 
rays have no effect on nerve cells or whether the 
changes produced are of such a nature that it is im- 
possible to observe them by the means now available 
led the author to study the effects of irradiation on 
function. Experiments conducted by Pawlow in 
tudying the conditioned reflexes in trained experi- 
mental animals seemed to offer possibilities of 
lemonstrating functional changes. These experi- 
ments, which centered largely upon salivary secre- 
‘ion in response to various stimuli, are described at 
some length. 

In the author’s experiments, dogs whose response 
1o definite stimuli were known were subjected to 
variable doses of roentgen rays. In summarizing the 
iindings in the case of the first dog, which was given 
:,500 and 2,200 r units at different times, the author 
states that irradiation of the brain caused a marked 
decrease of the reflexes which was especially evident 
when the stronger stimulation was used. In addi- 
tion, considerable successive inhibition (negative 
induction) following differentiation was noted. 

In the case of the second dog, which was given 
3,500 r, there was a marked decrease of all reflexes 
in the first six days, followed by a considerable in- 
crease in the next eleven days. During the next 
eight days the reflexes again decreased, and there- 
after they remained at the lower values. After a 
subsequent irradiation with 2,800 r they showed a 
slight increase but remained below the values ob- 
served previous to the first exposure. Later, they 
again showed a tendency to decrease. 

The author plans a continuation of the investiga- 
tion on a larger scale. He believes that his theory 
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that roentgen rays affect the activity of the cerebral 
hemispheres, causing an inhibitory condition, has 
been confirmed. In conclusion he states that the 
study of conditioned reflexes seems to offer many 
possibilities not only for the determination of the 
effects of irradiation, but also for the solution of a 
number of problems which are connected with the 
physiology of the cerebral hemispheres. 
ApotpH HARtTUNG, M.D. 


Friedman, A. B.: Superficial Inflammatory Dis- 
eases. Treatment by Radiation Therapy. Am. 
J. Surg., 1934, XXV, 107. 

Friedman states that the treatment of superficial 
inflammatory disease by irradiation is not as gener- 
ally known or as widely practiced as it should be. 
He gives a brief review of the literature relating to it. 
He says that its. rationale is not yet fully under- 
stood. Most workers believe that there is an increase 
in antibodies in the irradiated tissue which may be 
liberated during the breakdown of the radiation- 
sensitive and easily destroyed leucocytes. Com- 
paratively small doses of weakly filtered irradiation 
are generally given. Friedman uses a 135-peak kilo- 
voltage and an aluminum filter of 3 mm. He gives 
from 125 to 350r units to each area. 

The results in 1,018 cases are reviewed. These in- 
cluded cases of acute and chronic lymphadenitis, 
cellulitis and lymphangeitis, carbuncle, furunculosis, 
acne, osteomyelitis, erysipelas, adnexal disease, 
breast abscess, tuberculous adenitis, parotitis, mas- 
toiditis, paronychia, pharyngitis, and Ludwig’s an- 
gina. With the exception of the cases of chronic 
osteomyelitis, which were not benefited, all of the 
conditions treated responded favorably to a suffi- 
cient degree and in a sufficiently large number of 
cases to warrant the application of the treatment. 
The results obtained in each group of cases are de- 
scribed in a general way. In summarizing the effects 
of the treatment, Friedman says that irradiation 
therapy is highly beneficial in superficial infections, 
being curative in the early cases and shortening 
the clinical course in more advanced cases. 

ApotpH Hartunec, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Middleton, D. S.: Studies on Prenatal Lesions of 
Striated Muscle as a Cause of Congenital 
Deformity. Edinburgh M. J., 1934, xli, 401. 


Middleton discusses congenital tibial kyphosis, 
congenital high shoulder, and myodystrophia fetalis 
deformans. 

Three cases of congenital tibial kyphosis are re- 
ported. The characteristic features of this condition 
are: 

1. An angle in the tibia which is always salient 
anteriorly and situated at the junction of the middle 
and distal thirds of the diaphysis of the bone. 

2. An extreme and fixed talipes equinus at the 
ankle joint, which can be corrected immediately by 
division of the tendo calcaneus or excision of the calf 
muscles inserted in that tendon. 

3. Shortness and thinness of the lower limb as a 
whole but especially below the knee. 

4. A puckered depression in the skin over the 
salient angle of the tibial deformity. 

5. The frequent co-existence of other anomalies of 
development. 

Middleton believes that the bony deformity is 
secondary to the shortening of the calf muscles. He 
ascribes the latter to a relative failure, during intra- 
uterine life, of the last stage of growth in length of 
the developing myocyte which leads to a progressive 
retraction of the tendo calcaneus and hence to the 
production of an equinus deformity at the ankle. 

Two cases of congenital high shoulder are reported. 
In one of them there were microscopic changes in the 
muscles of the shoulder girdle which were interpreted 
as indicating interruption of the normal differentia- 
tion of the muscle fibers at the myoblastic stage. It 
is pointed out that the congenital anomaly of 
development is not confined to the muscle but affects 
the mesodermic structures in the cervical region as a 
whole. This is evident in the irregular vertebral 
segmentation and in the muscular abiotrophy in the 
affected area of the limb bud. Middleton believes 
that the striking deformity may be attributed to 
this muscular change and the consequent failure 
of growth and migration to allow descent of the 
shoulder. 

Myodystrophia fetalis deformans is a congenital 
deformity affecting both upper, both lower or all 
four extremities. It consists of club-hands and 
club-feet without bony aplasia, and is accompanied 
by more or less limitation of the normal range of 
movement at the joints of the affected limbs. The 
author cites evidence indicating that it is due to a 
fatty degeneration of the limb muscles occurring 
during intra-uterine life. He states that the process 


is one of degeneration of formed and differentiated 
muscle fibers—not a myoblastic dysplasia. It is 
analogous to the muscular dystrophies of postnatal 
life. E1izABeTtH M. CRANSTON. 


Ravenna, F., and Canella, C.: A New Form of Se- 
vere Infantile Anzemia Associated with Diffuse 
Osteoporosis (Una forma nuova di grave anemia 
infantile associata ad osteoporosi diffusa). Policlin., 
Rome, 1934, xli, sez. prat. 807. 


The case reported by the authors was that of a 
boy six years of age. When the child was two years 
old he developed an unusual enlargement of the head 
and abdomen and a peculiar discoloration of the 
skin. At the age of four years he was treated for 
nephritis, gastro-intestinal disturbances, and the ab- 
dominal enlargement. 

On physical examination the head was found to 
be enlarged particularly in the vault of the cranium. 
The physiognomy was typically mongolian. The skin 
was grayish yellow. The cervical and inguinal glands 
were moderately enlarged. The spleen extended to a 
point three fingerbreadths below the costal arch. 
The abdomen was enlarged and dome shaped. 

The Wassermann test of the blood was negative. 
The red cell count was 1,370,000; the white cell 
count, 4,920; and the platelet count, 140,000. The 
hemoglobin was 19 per cent. The differential count 
showed polymorphonuclears 52 per cent, basophiles 
3 per cent, monocytes 1 per cent, lymphocytes 44 
per cent, and a marked anisomicrocytosis. Retic- 
ulocytes were rare. 

Roentgen examination disclosed a diffuse osteo 
porosis and small areole in all of the bones of the 
skull; rarefaction of the vertebre; an enormous 
heart shadow; osteoporosis with areole in the ribs; 
and rarefaction of the epiphysis and metaphysis 
with scattered areole in the spongy bone of the 
tibie, femora, and humeri. The basal metabolism 
was —2I1 per cent. 

Biopsy of the bone marrow showed the findings of 
a typical erthroblastic anemia with the presence of 
all forms of megaloblasts and macroblasts. There 
was little granulocytic reaction. 

The author summarizes the characteristic find- 
ings as a mongolian facies, a grayish-yellow dis- 
coloration of the skin, severe anemia with erythro- 
blasts in the circulation, and typical skeletal 
changes. Peter A. Rost, M.D. 


Strandell, B.: On the Influence of Exercise on the 
Blood Sugar, Especially in Connection with 
Glucose Ingestion. Acta med. Scand., 1934. 
Supp. lv. 


The author studied the influence of muscular 
exercise on the blood-sugar concentration especially 
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MISCELLANEOUS 


in connection with the ingestion of glucose but also 
in the fasting state with and without the injec- 
tion of adrenalin. Of the 93 subjects, 55 were normal 
persons, among whom were 9 sportsmen. Seven of 
the subjects, 3 of whom were diabetics, had glyco- 
suria, and 31 were suffering from various illnesses. 
One hundred and seventy of the 245 pages of the 
monograph are taken up by case reports. The dura- 
tion of the experiments averaged between three and 
four hours. During this time frequent tests of 
capillary and venous blood were made by the 
Hlagedorn-Jensen method. In many cases tests were 
made as often as once or twice a minute after dis- 
continuance of the exercise. The exercise was per- 
formed on the bicycle ergometer or by running or 
swimming. 

It was found that after the ingestion of glucose, 
exercise of sufficient intensity and duration usually 
produces a characteristic change in the blood-sugar 
curve. Long-continued exercise beginning simul- 
taneously with the ingestion of glucose causes a 
levelling of the curve. With intensive exercise, the 
line may be almost horizontal or show a decrease. 
With relatively slight exercise, the blood-sugar level 
may increase as at rest. If the exercise is discon- 
tinued within a certain time there is generally an 
increase in the blood sugar which may resemble 
that occurring during rest after the ingestion of 
glucose. Exercise begun at the time of the maximum 
rise in the blood sugar after the administration of 
glucose causes a decrease in the blood-sugar level 
more rapid than that observed during rest. When 
the exercise is discontinued within a certain time, a 
subsequent rise in the blood sugar, producing a 
‘‘dromedary-shaped’”’ curve, is common. 

A study of the glucose content of the stomach at 
different times after the ingestion of glucose in 
experiments with and without exercise showed that 
the non-appearance of a rise in the blood sugar after 
the administration of glucose and exercise cannot be 
due to deficient resorption from the stomach and 
must be due to a process conditioned by the exercise. 
On the other hand, the pronounced and continued 
increase in the blood sugar which occurs after dis- 
continuance of exercise has its origin in the quantity 
of glucose which still remains in the stomach. 

Immediately after the discontinuance of exercise 
there is often a very transitory increase in the blood 
sugar indicating transportation of glycogen from the 
liver to the muscles. Therefore, while exercise has a 
reducing influence on the blood-sugar curve, it 
causes, at the same time, a process which acts in the 
opposite direction. In the author’s opinion the latter 
process is regulated chiefly by adrenalin, although 
other factors may play a réle. Exercise of suitable 
duration and intensity begun when the blood-sugar 
curve is at the maximum after the ingestion of 
glucose supports the action of the insulin and at the 
same time produces a disturbance of the normal 
insulin effect so that the glucose remaining in the 
stomach can cause a new increase in the blood 
sugar. 
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After a subcutaneous injection of adrenalin the 
blood-sugar curve is only very slightly influenced by 
exercise of the intensity and duration used in the 
experiments reported. | Water H. Napier, M.D. 


Ciceri, C., and Gabrielli, S.: The Effects of Anzs- 
thetic Block of the Splanchnic Nerve on the 
Blood-Sugar Curve and Arterial Pressure in 
Normal and Diabetic Individuals (Fffetti del 
blocco anestetico dello splancnico sulla curva 
glicemica e sulla pressione arteriosa in individui 
sani ed in diabetici). Arch. ital. di chir., 1934, 
Xxxvi, 89. 

The points of departure of the studies reported 
in this article were the antagonistic action of insulin 
and adrenalin on carbohydrate metabolism and the 
control of adrenalin secretion through the great 
splanchnic nerve. The authors’ experience in supra- 
renal denervation includes two bilateral operations 
performed in two stages on diabetics and an opera- 
tion performed on the left side in the case of a pa- 
tient with thrombo-angiitis obliterans. The carbo- 
hydrate metabolism and the blood pressure were 
studied carefully before and for a long period after 
the operation. The unilateral intervention gave only 
transitory results, but after the bilateral operation 
a marked diminution of the blood sugar, glycosuria, 
and arterial tension persisted after a year. 

Because of the seriousness of the operation on 
diabetics and the possibility of a variation in the 
results according to the grade and combination of 
endocrine disturbances, a preliminary study under 
transitory conditions such as blocking of the left 
splanchnic nerve with alypin is advisable to find out 
what results are to be expected from a direct opera- 
tion. The authors therefore studied the blood-sugar 
and blood-pressure curves of five normal and five 
diabetic individuals after the administration of 50 
gm. of glucose, making observations every half hour 
for four hours. Three days later the experiment was 
repeated, the left splanchnic nerve being anzsthe- 
tized thirty minutes after the ingestion of the 
glucose. 

In the cases of normal individuals, the splanchnic 
blocking was followed regularly by a sharp and 
marked drop in the arterial tension lasting more 
than two hours. The blood-sugar curve showed an 
immediate rise due to splanchnic stimulation, which 
was quickly followed by a fall to less than the pre- 
operative level. This hypoglycemic phase was suc- 
ceeded by a slight rise. In the diabetics, the results 
were in general similar but more variable and less 
definite. There was a rapid diminution of the ali- 
mentary glycosuria, followed in the third hour by 
a slight rise which was interpreted as a secondary 
curve. Therefore after splanchnic block the diabetic 
curve tended to approach the normal. Severe cases 
and the cases of renal diabetics constituted excep- 
tions. In the former, the modifications were neg- 
ligible, and in the latter the effect of the splanchnic 
block was more evident in the renal threshold for 
glucose than in the blood-sugar curve. 
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These findings demonstrate that splanchnic block- 
ing produces the same changes in the blood pressure 
and carbohydrate metabolism as suprarenalectomy 
and unilateral denervation of the suprarenals. In 
cases of diabetes in which splanchnic anesthesia 
changes the curve of alimentary glycemia to ap- 
proximately normal, permanent blocking by alcohol 
is indicated. 

The results of the authors’ studies are shown in 
tabular and graphic form, and the article is supple- 
mented with a bibliography. M. E. Morse, M.D. 


Andrewes, C. H.: Viruses in Relation to the Etiol- 
ogy of Tumors. Lancet, 1934, ccxxvii, 63, 117. 

Andrewes reviews the facts and arguments in 
favor of the theory that tumors of mammals may be 
of virus origin. He draws the following conclusions: 

1. The filtrable fowl tumors are true tumors dif- 
fering from the tumors of mammals only in that a 
causative agent or agents can be demonstrated 
apart from the cells. 

2. The properties of the agent correspond so 
closely to those of known viruses that exclusion of 
the agent from the virus group is not justified. The 
only grounds for such exclusion would be the occur- 
rence of the agent in spontaneous tumors in circum- 
stances under which the presence of a virus would not 
be expected. Such grounds do not seem reasonable. 

3. Knowledge of the natural history of other 
viruses makes it easy to understand how the phe- 
nomena of tumor growth might be produced by a 
virus, but the mechanism of the inception of a spon- 
taneous tumor growth remains difficult to explain. 

4. The theoretical objections to the parasitic 
theory of cancer are no longer tenable in view of the 
facts known regarding filtrable fowl tumors. 

5. Discussion of the conception of an indigenous 
virus has suggested lines along which the parasitic 
hypothesis might be reconciled with the facts which 
at first appear to render it improbable. 

HERBERT F. Tuurston, M.D. 


Bignami, G., and Ferretti, L.: Calcifications in 
Neoplastic Processes (Le calcificazioni nei 
processi neoplastici). Radiol. med., 1934, xxi, 621. 


Calcium usually reaches the body as calcium 
phosphate or calcium carbonate in solution or fine 
granules. In the invisible soluble state it is present 
throughout the body. In the visible form it is 
deposited in the bone only under normal conditions. 
The distribution of calcium is closely related to the 
function of some of the glands of internal secretion, 
especially the parathyroid glands and the thymus. 
Its elimination occurs chiefly through the intestines, 
but some of it is excreted through the kidneys. 
Throughout these processes of assimilation, ex- 
change, and excretion the acid-base balance is 
doubtless of great importance. Under pathological 
conditions calcium may increase or decrease ab- 
normally in all of the tissues. 

The pathological deposition of calcium may be 
manifested as calcification in normal tissues resulting 


from a disturbance of metabolism or calcificatio: 
occurring as a manifestation of local retrogressive 
changes in the tissues when the calcium metabolism 
is normal. Examples of the former are the metastatic 
calcification of Virchow and the calcification of gout. 
The second type, dystrophic calcification, is seen in 
innumerable situations. The changes causing the 
local dystrophy of the cellular metabolism which 
leads to calcification are not known. 

The most common sites of calcification in the 
tissues include all normal tissues in which hyalin 
degeneration has occurred; cells and tissues affected 
by coagulation necrosis; the products of exudative 
inflammation; coagulated blood in the body; the 


connective tissue of inflammatory newgrowths such’ 


as that occurring in pericarditis; the caseation of 
tuberculosis and syphilis; ducts containing inspis- 
sated secretions; dead calcified fetuses of intra- 
abdominal pregnancies; casts in the urine; and the 
stroma of various newgrowths or tumors. 

As calcification often precedes obvious evidence 
of a newgrowth, the presence of calcification occa- 
sionally may reveal the presence of newgrowths 
otherwise not easily demonstrable, such as intra- 
cranial tumors and tumors of the liver and pancreas. 
In some tumors the appearance of calcification 
traces the course of the metastases. 

The authors discuss at length the characteristics 
of calcification, especially from the roentgenological 
point of view, in chondromata, fibromata, fibro 
myomata, cystic tumors, gliomata, vascular tumors, 
sarcomata, carcinomata, and cholesteatomata. 

A. Lovts Rost, M.D. 


Chlapobersky, V.: Lipogranulomatosis—Fat Necro- 
sis, Fatty Granulomata—and Its Importance 
in Clinical Surgery (La _lipogranulomatose 
nécrose graisseuse, granulomes graisseux—et son 
importance dans la clinique chirurgicale). Rev. de 
chir., Par., 1934, liii, 287. 

The author traces the development of our knowl- 
edge of fat necrosis from the first contribution by 
Chiari down to the present time, and reports in de- 
tail the clinical and pathological findings in fifteen 
cases studied at the Surgical Clinic of the Second 
Institute of Medicine at Moscow. 

In discussing the etiology he assumes that an 
essential part of the process is an area of focal 
necrosis of the cellular tissue with subsequent dis- 
integration of the free fat into fatty acids and soaps. 
The decomposition products that remain provoke an 
inflammatory reaction in the surrounding connective 
tissue, a granuloma that is more or less characteristic. 
As this process requires the presence of both necrosis 
and inflammation, the old term “fat necrosis” is not 
accurate. 

The histopathological picture seen in the beginning 
is that of a nodule with a central core made up of a 
homogenous mass of fat cells which have lost their 
staining characteristics and are surrounded by a 
group of less altered tissue showing hyperemia and 
an infiltration of small round cells of the lymphoid 
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series. This is the stage of fat necrosis. Later, the 
homogenous core exists only as droplets of fat re- 
maining free or engulfed by inflammatory cells. At 
this stage the inflammatory reaction consists of 
lymphocytes, polyblasts, leucocytes, and epithelioid 
cells. This is the proliferative or granulomatous 
stage. At a still more advanced stage the granula- 
tion tissue is composed chiefly of epithelioid cells and 
large giant cells which subsequently may give way to 
fibrosis, calcification, or cyst formation. Variations 
of these end-results and the staining characteristics 
are discussed in detail. 

The condition is usually manifested clinically by 
slightly painful firm nodules ranging in size from that 
of a pea to that of a fist. The nodules may or may 
not be movable. The sensory disturbances generally 
depend upon their relationship to nerve trunks. The 
nodules may be single or multiple. They generally 
diminish in size during the course of their develop- 
ment. While a clinical diagnosis may be difficult, it 
is often possible if the condition is kept in mind. 

The author suggests the following classification 
based on the cause: (1) injection (oleogranulomata 
in the true sense of the term); (2) traumatic; (3) peri- 
inflammatory; (4) chemical; (5) neuropathic; and 
(6) spontaneous (origin unknown). The various 
types are discussed on the basis of the author’s 
experience and the cases reported by others. 

NATHAN A. Womack, M.D. 


Oliver, M., and Scott, E.: Adamantinoma or Amel- 
oblastoma of the Hypophyseal Duct Region. 
Am, J. Cancer, 1934, Xxi, 501. 


Squamous epithelial rests in the region of the in- 
fundibulum and capsule of the anterior lobe of the 
hypophysis are commonly believed to be derived 
from remnants of the embryonic hypophyseal duct 
of the pars buccalis. Origin from cells of the pars 
tuberalis has been suggested. Fifty cases of verified 
adamantinoma of the hypophyseal region and three 
probable cases lacking histological verification were 
collected by the author from the literature. In most 
of them the condition was associated with Froelich’s 
syndrome, optic nerve atrophy, and eye-muscle dis- 
turbances. In none was there a history of acro- 
megaly. Symptoms of intracranial pressure were 
common. The completeness of this picture is cor- 
related with the age of the patient and the extent 
of the injury done by the tumor to the hypophysis, 
tuber cinereum, and neighboring brain structures. 
In the majority of the cases which were reviewed 
the condition developed during adolescence or early 
adult life. 

A case of histologically verified adamantinoma of 
the hypophyseal duct region in a man forty-four 
years of age is reported. Autopsy revealed a tumor 
mass lying in the ventral median line just posterior 
to, and compressing, the optic tracts, chiasm, and 
nerves, ventrad to the tuber cinereum and substan- 
tia perforata posterior and anterior to the corpora 
mamillaria. As viewed from the ventral surface, the 
tumor measured 3 cm. in the anteroposterior direc- 
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tion and was 2.5 cm. in width. It was fairly firm. 
Viewed in cut section it showed a ventral firm por- 
tion containing a fine, gritty material and many 
small cysts filled with hyaline material and, just 
dorsad to this portion and ventrad to the third ven- 
tricle, a cyst 2 cm. wide, 2 cm. high, and 3 cm. long 
was found which was filled with fluid. 
Josepn K. Narart, M.D. 


Bergstrand, H.: Osteitis Fibrosa of Recklinghausen, 
Heterotopic Parathyroid Adenoma, Metastases 
of a Benign Adenomatous Struma, and Ade- 
noma of the Left Adrenal in the Same Patient. 
Am. J. Cancer, 1934, xxi, 581. 


The case reported was that of a woman sixty-four 
years of age who sustained a spontaneous fracture 
of the left arm just above the elbow. For twenty 
years previous to this accident she had been in good 
health. 

X-ray examination disclosed a multicystic ap- 
pearance of the distal end of the humerus. The 
blood calcium varied between 15 and 17 mgm. per 
too c.cm. A diagnosis of osteitis fibrosa of von 
Recklinghausen was made. The patient became 
apathetic and anemic, vomited repeatedly, and died 
seven weeks after the injury. 

At autopsy, a partially calcified and encapsulated 
solitary adenoma about the size of a plum was found 
in the left lobe of the thyroid gland. Four para- 
thyroids of normal size were found at the usual sites. 
In both lungs there were numerous tumor metasta- 
ses, with a reddish-gray, rather soft surface. The 
largest of these was the size of a pea. A large tumor 
metastasis was found in the pleura between the 
sixth and seventh ribs, and a tumor about the size 
of a pigeon’s egg in the thymus in front of the peri- 
cardium. Microscopic examination showed the 
latter to be a parathyroid adenoma. The tissue con- 
sisted of large epithelial cells rich in protoplasm and 
arranged in solid follicles surrounded by capillaries. 
The cells contained practically no fat. 

Microscopic examination showed the four para- 
thyroid glands to be normal. A small and encapsu- 
lated adenoma was discovered in the adrenals, and 
large deposits of calcium were found in the paren- 
chyma and interstitial spaces of the kidneys. The 
lung metastases presented the structure of a thyroid 
adenoma with the tumor cells arranged in bands or 
small and usually empty follicles. Microscopic 
examination of the bones disclosed everywhere the 
osteolytic process characteristic of osteitis fibrosa of 
von Recklinghausen. The haversian canals were 
greatly widened and were filled with connective 
tissue and giant cells of the osteoclastic type ar- 
ranged along the walls in small cavities in the bone. 
There was no evidence of new bone formation, and 
there were no cysts or giant-cell tumors. 

The author suggests that the presence of adeno- 
mata in three internal secretory glands points to an 
embryonal disturbance in all of them. Contrary to 
Jaffé, he believes that osteitis fibrosis of von Reck- 
linghausen may occur without new bone formation, 
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cysts, or giant-cell tumors, and that it is essentially 
a general osteolysis around the bone corpuscles giving 
rise to the formation of new bone canals and widen- 
ing of the old canals. The liberated bone corpuscles 
are changed into giant cells by amitotic division, and 
the canals are filled with connective tissue instead of 
bone marrow. 

In conclusion Bergstrand calls attention to the 
fact that the histological structure of parathyroid 
adenoma is very much like that of the normal 
parathyroid gland of the newborn infant. 

LESTER R. Dracstept, M.D. 


Todd, A. T.: The Selenide Treatment of Cancer. 
Brit. J. Surg., 1934, Xxi, 619. 

The author considers cancer an infectious disease. 
“There is little case for any other conception.” He 
says that there is a body defense mechanism against 
cancer located in the mesoblastic tissue, which 
usually fails. This is called “junction tissue” and 
consists of fibroblasts, lymphocytes, plasma cells, 
and macrophages. The macrophages are the key 
cells as they govern the function of the others. They 
are influenced only by the colloids. 

The treatment described by the author consists 
“in impregnating the body tissues by the intravenous 
injection of selenium colloid and then using external 
irradiation. 

Irradiation alone increases the junction tissue. If 
the organism is first saturated with selenium, ir- 
radiation acts upon the selenium particles and in 
many cases the body defense mechanism is increased 
sufficiently for cure. 

In all of the cases treated by this method which 
are reviewed by the author the condition was hope- 
lessly advanced. One-fifth of the patients were 
moribund. In the author’s use of the method no 
selection of neoplastic diseases or body sites is made 

-all cases are accepted if the patient will co-operate. 
The selenium colloid is given intravenously forty- 
eight hours before the X-ray therapy. The focal 
reaction to the injection and the X-ray reaction are 
the guides to the treatment. Both the injection 
and the irradiation are repeated at weekly intervals 
until the reaction is satisfactory and starts to wane. 
The patient is then treated for six months, two dif- 
ferent colloids being given alternately each week. 
If clinical progress is satisfactory after nine months, 
the treatment is discontinued, but the patient is 
kept under observation for six months longer be- 
fore he is discharged. ‘‘So far, no discharged case 
has ever returned with active disease of the type 
originally treated.” If the clinical results are un- 
satisfactory the treatment is continued until the 
patient is moribund. 

The method has been used since May, 1931. Of 
forty-seven patients who were given treatment con- 
sidered adequate in the first six months, fifteen were 
discharged as cured. Three died of some other cause, 
autopsy showing no growth. Equally good results 
have been obtained in cases treated more recently. 

Harry C. Sattzstern, M.D. 


DUCTLESS GLANDS 


Houssay, B. A.: The Influence of the Pituitary on 
Basal Metabolism and on Specific Dynamic 
Action. Endocrinology, 1934, xviii, 409. 


Investigations carried out by Houssay and others 
at the Institute of Physiology, Buenos Aires, with 
regard to the influence of the hypophysis on the 
basal metabolism have been reported yearly since 
1930. Most of the experiments have been per 
formed on dogs. The animals were trained to keep 
quiet and motionless without anesthesia and with 
out being tied during the tests. 

In twenty-two of twenty-seven dogs hypophysec 
tomy caused an average decrease in the basal metab- 
olism of —16 per cent. The decrease was due to the 
anatomical hypothyroidism (flattened epithelium, 
colloid more dense and devoid of vacuoles, iodine 
content increased) and the functional hypothyroid 
ism induced by the hypophysectomy. In the ani 
mals showing no decrease only a minor degree of 
thyroid atrophy was found. 

Pancreatectomy produced little or no increase in 
the basal metabolism of hypophysectomized dogs, 
whereas it was followed by a definite increase in 
dogs from which the hypophysis had not been 
removed. 

Hypophysectomized animals showed a decrease 
but not total abolition of thyroid secretion. This 
was evidenced by the fact that thyroidectomy fur 
ther decreased the basal metabolism (from —12 per 
cent when only hypophysectomy was done to — 2? 
per cent when the thyroid gland was removed at a 
second operation), thereby equalling the condition 
of animals subjected to thyroidectomy alone (— 2, 
per cent of the normal). 

Alkaline extracts of the anterior lobe of the 
hypophysis produced hyperthyroidism and strongly 
increased the basal metabolism. In the absence oi 
the thyroid gland an increase in the specific dynamic 
action was wanting altogether or else only slight. 

In twenty hypophysectomized dogs the specifi 
dynamic action was found normal. In dogs lacking 
both a hypophysis and thyroid the specific dynamic 
action was lower than in control animals. 

The hypophysis has an indirect tonic action on 
metabolism through its influence in developing and 
maintaining the thyroid gland. In the cases of 
thyroidectomized dogs hypophysectomy does not 
produce a further decrease in the basal metabolism. 
From this fact it is evident that the hypophysis has 
no action of its own on the basal metabolism. 

The results of the experiments reviewed are sum 
marized in five tables, and the article is followed b\ 
a bibliography. J. Epwin Kirexpatrick, M.D. 


Albright, F., Aub, J. C., and Bauer, W.: Hyper- 
parathyroidism. J. Am. M. Ass., 1934, cii, 127 
The authors report on seventeen cases of proved 
hyperparathyroidism in which special attention was 
paid to the pathology, clinical types of the disease, 
symptoms, and differential diagnosis. In three of the 
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cases the hyperparathyroidism was due apparently 
to a generalized hyperplasia of all of the para- 
thyroid tissue, whereas in the others it was due to a 
functioning adenoma. In every case there was evi- 
dence of increased production of parathyroid hor- 
mone, such as an increase in the serum calcium, a 
decrease in the serum phosphorus, and an increase in 
the excretion of both elements in the urine. The re- 
moval of calcium from the bones was evidenced 
histologically by an increase in the number of osteo- 
clasts and the amount of fibrous tissue. The osteo- 
clasts proliferate in certain areas to such a degree 
that they form tumors of a type called by the authors 
‘‘osteoclastomata.” 

The cysts are believed to develop as the result of 
the formation clefts in the fibrous tissue. In twenty- 
three of a series of eighty-three cases of hyper- 
parathyroidism the increased excretion of calcium 
and phosphorus in the urine led to the deposit of 
calcium-phosphate stones, usually in the collecting 
tubules. One of the patients presented a severe 
anemia which was thought to be due to a decrease 
in hematopoietic elements resulting from replace- 
inent of the marrow by fibrous tissue. In no case 
were the teeth demineralized, a fact cited as evidence 
against their being a reserve supply of calcium. 

Six clinical types of the disease are described: 

1. The classical hyperparathyroidism (von Reck- 
linghausen’s disease), in which skeletal changes con- 
sisting of decalcification and the formation of cysts 
and tumors predominate. 

2. The osteoporotic form of hyperparathyroidism, 
in which there is a generalized decalcification without 
the formation of cysts or tumors. 

3. Hyperparathyroidism with nephrolithiasis, in 
which skeletal changes may or may not occur. 

4. Hyperparathyroidism with renal insufficiency 
(nephrocalcinosis), in which kidney insufficiency due 
to the excessive excretion of calcium may exist 
without skeletal changes. 

5. Acute parathyroid poisoning, in which sudden 
death may occur as the result of the excessive for- 
mation of the parathyroid hormone. 

6. Hyperparathyroidism with skeletal changes 
resembling those of Paget’s disease. In the great 


majority of cases of this type the disease exists for 
many years. It produces extensive deformities, but 
rarely kills. 

The symptoms may be classified as those due to 
hypercalcemia, those due to the skeletal changes, 
and those due to the increased excretion of calcium 
and phosphorus in the urine. Among the common 
symptoms due to hypercalcemia are hypertonia, 
lassitude, and constipation. The symptoms due to 
skeletal involvement vary in severity. In some cases 
there are no bone symptoms, whereas in others the 
skeleton becomes practically destroyed. Common 
signs of bone involvement are bone tenderness and 
pain, fractures, and deformities. Polyuria, poly- 
dipsia, and renal colic are to be ascribed to kidney 
changes. The principal changes in the skeleton re- 
vealed by X-ray examination are decreased density, 
deformities, cysts, tumors, and fractures. The de- 
mineralization is generalized, involving all of the 
bones. Urinary calculi or punctate deposits of cal- 
cium in the renal parenchyma may be frequently 
demonstrated by X-ray examination. 

The laboratory findings are quite characteristic as 
there are few other conditions which produce a high 
serum calcium together with a low serum phos- 
phorus and an increase in the excretion of calcium 
and phosphorus in the urine. The phosphatase in the 
plasma is usually elevated, often in direct proportion 
to the amount of bone involvement. 

The only treatment recommended for the disease 
is surgical excision of the parathyroid tumor if such 
a tumor is found. In many cases this may be ex- 
ceedingly difficult. Irradiation is of no benefit. 

Hyperparathyroidism must be differentiated from 
senile osteoporosis, Paget’s disease, osteomalacia, 
solitary cysts, solitary benign giant-cell tumors,mul- 
tiple myelomata, osteogenesis imperfecta, metastatic 
malignancy, and basophilic adenoma of the pituitary 
gland. The authors believe that this is usually pos- 
sible by laboratory examination or biopsy. They 
state that the condition is probably far more frequent 
than is commonly thought, and that failure to make 
a correct diagnosis is particularly regrettable because 
treatment is highly successful. 

LESTER R. DraGstept, M.D. 
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